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- A B S T R A C T -
Helena C Johnson 
Continuing professional development for physiotherapists: exploring 
their choices in career long learning 
Purpose. The purpose of the thesis is to add to the body of knowledge of continuing 
professional development (CPD) for physiotherapists, by exploring the views of 
physiotherapists employed in NHS sites within one Strategic Health Authority. 
Relevance. Increasingly physiotherapists are under pressure to demonstrate 
engagement in CPD in order to demonstrate their competence, with a statutory 
requirement (HPC, 2003) that requires practitioners to show evidence of having 
undertaken CPD and to have applied this to their practice. 
Research Methods. The study used an interpretive approach and a sequential multi-
method exploratory design involving 2 phases of data collection. Participants: Phase 
1: 357 NHS physiotherapists; phase 2: 22 respondents from the survey. Data 
Collection Tools: Phase 1 used a four-page self-completion postal questionnaire. 
Phase 2 used semi-structured individual interviews. Analysis: The survey data from 
140 completed questionnaires were analysed using SPSS. Principal Component 
Analysis (PCA) was used as a data reduction technique. The interview transcripts 
were analysed using NVivo 7. 
Findings. 32 different CPD activities were identified. PCA revealed 3 components as 
reasons for engaging in CPD activities, and 4 components as barriers to CPD. Internal 
consistency using Cronbach's Alpha was acceptable to good (.653 to .891). A 
Friedman ranks test found that the rank order of these components was consistent 
across all subgroups and the significance was p<0.05. 
Discussion. The findings suggest that there should be a greater focus on the 
contribution that work-based and self-directed learning activities can have on the 
CPD of physiotherapists in the NHS, at a time when fimding in CPD is limited, as 
informal learning in the workplace is not always acknowledged within current 
policies. Measuring the impact of CPD remains a challenge, as personal benefit and 
benefit to the service cannot be easily separated. 
Conclusion. The findings indicate that the participants' decisions to engage in CPD 
were influenced more strongly by values related to improving clinical skills and 
patient care, than by the prospect of extrinsic rewards such as increase in pay and 
promotion. An increased understanding of the differences in CPD requirements of 
physiotherapists, at different stages in their careers, and practising in different 
clinical specialities, should enable appropriate CPD activities to be developed to 
ensure that they are appropriately supported in these roles. 
Key words: continuing professional development, motivation, activities, barriers. 
Ethical approval: XXXXXXXXXXXXXXXX LREC REC ref no: 04/Q1002/34. 
Contents 
- CONTENTS - PAGE 
ABSTRACT i 
T I T L E PAGE i i 
TABLE OF CONTENTS iii 
TABLES viii 
FIGURES ix 
APPENDICES X 
DECLARATION x i 
STATEMENT OF COPYRIGHT x i i 
ACKNOWLEDGEMENTS x i i i 
C H A P T E R 1 
I N T R O D U C T I O N 1 
1.1 Background to the study 1 
1.2 Physiotherapy 2 
1.3 Terminology 2 
1.4 Overview of thesis 3 
1.4.1 Chapter 2: The Context 3 
1.4.2 Chapter 3: Critical Analysis of the Literature 3 
1.4.3 Chapter 4: Research Methodology 3 
1.4.4 Chapter 5: Research Findings 4 
1.4.5 Chapter 6: Discussion of the Research Findings 4 
1.4.6 Chapter 7: Conclusion and Recommendations 4 
1.4.7 Appendices 5 
C H A P T E R 2 6 
T H E C O N T E X T 
2.1 Introduction 6 
2.2 hitemational context: Lifelong learning 6 
2.3 National context: The need for learning and development 7 
2.4 Health context: Clinical governance 8 
2.5 State control and accountability 9 
2.6 Professional and Regulatory Bodies 11 
2.6.1 The Chartered Society of Physiotherapy 11 
2.6.2 The Health Professions Council 12 
2.7 Rationale for the study 13 
2.8 Role of the researcher and location of the research 13 
2.9 Summary 15 
C H A P T E R 3 
C R I T I C A L A N A L Y S I S O F T H E L I T E R A T U R E 1 6 
3.1 Introduction 16 
3.2 Search strategy for identification of literature 16 
3.3 Findings of the critical analysis 18 
iii 
Contents 
3.4 Studies using surveys 18 
3.4.1 Purpose of the research 20 
3.4.2 Sample and demographical information 20 
3.4.3 Ethical considerations 22 
3.4.4 Data collection tool 23 
3.4.5 Response rate 25 
3.4.6 CPD activities 26 
3.4.7 Motivators for CPD 27 
3.4.8 Barriers to CPD 28 
3.4.9 Summary of the surveys 28 
3.5 Studies using interviews 29 
3.5.1 Purpose of the research 3 2 
3.5.2 Participants and demographical information 32 
3.5.3 Ethical considerations 34 
3.5.4 Data collection tools 35 
3.5.5 Analysis of the data 36 
3.5.6 CPD activities 36 
3.5.7 Motivators for CPD 3 7 
3.5.8 Barriers to CPD 38 
3.5.9 Summary of the interviews 39 
3.6 Studies using mixed methods 39 
3.6.1 Longitudinal study 39 
3.6.2 Interviews followed by a survey questionnaire 42 
3.6.3 Summary of studies 44 
3.7 Systematic review 44 
3.8 Summary of the critical review 46 
3.9 Implications for research 47 
3.10 Research question 49 
3.10.1 Aims of the study 49 
C H A P T E R 4 
R E S E A R C H METHODOLOGY 50 
4.1 Introduction 50 
4.2 Interpretive approach 50 
4.2.1 Characteristics of interpretivism 51 
4.2.2 Critiques of interpretivism 53 
4.3 Research design 54 
4.4 Sample 56 
4.5 Ethical considerations and approval 58 
4.5.1 Ethical issues 58 
4.5.2 Research governance and the ethical approval process 59 
4.6 Recruitment of participants 62 
4.6.1 Recruitment for the survey 62 
4.6.2 Recruitment for the interviews 63 
4.7 Data collection instruments 63 
4.7.1 Phase 1: Survey: self-completion questionnaire 64 
4.7.1.1 Survey procedure 66 
4.7.2 Phase 2: Semi-structured interview 66 
4.7.2.1 Interview procedure 66 
iv 
Contents 
4.8 Data analysis 68 
4.8.1 Phase 1: Analysis of quantitative data from the survey 68 
4.8.2 Phase 2:Analysis of qualitative data from the interviews 69 
4.9 Maintaining quality and accuracy of data 72 
4.9.1 Determining validity and reliability of quantitative data 72 
4.9.2 Determining trustworthiness of qualitative data 74 
4.10 Limitations of the study 75 
C H A P T E R 5 
R E S E A R C H FINDINGS 78 
5.1 Introduction 78 
5.2 Overview of the survey 79 
5.3 Response from the sample 80 
5.3.1 Respondent characteristics 81 
5.3.2 Comparison of respondents with population of physiotherapists 82 
in the SHA 
5.3.3 Comparison with samples in other surveys 83 
5.4 Sample for the interviews 86 
5.4.1 Comparison with samples in other studies using interviews 88 
5.4.2 Comparison of sample for interviews with the respondents in the 88 
survey 
5.5 Participants views on CPD 88 
5.6 CPD activities 91 
5.6.1 Prioritising CPD activities 91 
5.6.2 Participation in CPD activities 92 
5.6.3 CPD activities in relation to clinical speciality 94 
5.6.3.1 Prioritising CPD activities in relation to specialty 92 
5.6.3.2 Participation in CPD activities in relation to specialty 95 
5.6.4 CPD activities in relation to grade 97 
5.6.4.1 Prioritising CPD activities in relation to grade 97 
5.6.4.2 Participation in CPD activities in relation to grade 98 
5.7 Reasons for doing CPD 100 
5.7.1 Improve patient care 100 
5.7.2 Academic development 103 
5.7.3 Pay and promotion 104 
5.7.4 Principal components as reasons for engaging in CPD 106 
5.8 Barriers to CPD 110 
5.8.1 Principal components as barriers to engaging in CPD 112 
5.8.2 Lack of support 116 
5.8.3 Self doubt v reassurance 118 
5.9 CPD choices 120 
5.9.1 Informal CPD and the value of experience v postgraduate study 120 
5.9.1.1 Self directed learning v formal courses 123 
5.9.1.2 Reading v critical appraisal 124 
5.9.2 Experiential learning v clinical courses 125 
5.9.3 Personal desire v service need 129 
Contents 
5.10 Outcomes of CPD 130 
5.10.1 The impact of CPD on patient care and service improvement 130 
5.10.2 Development of self v benefit to self 134 
5.10.3 Resentment from colleagues v sharing knowledge with others 135 
5.11 Conclusion 137 
C H A P T E R 6 
D I S C U S S I O N O F T H E R E S E A R C H F I N D I N G S 1 3 8 
6.1 Introduction 138 
6.2 Participants views on CPD 138 
6.3 Participation in CPD activities 140 
6.3.1 Work based learning acti vities 142 
6.3.1.1 Clinical supervision 142 
6.3.1.2 Shadowing 144 
6.3.1.3 In-service learning activities 145 
6.3.1.4 Mandatory activities 146 
6.3.2 Self-directed activities 147 
6.3.2.1 Reading, critical appraisal and evidence based practice 147 
6.3.2.2 Reflective practice 151 
6.3.3 Formal programmes of learning 153 
6.3.3.1 Clinical skills courses 153 
6.3.3.2 Postgraduate programmes 155 
6.3.3.3 Leadership courses 156 
6.4 Reasons for participation in CPD activities 157 
6.4.1 Improve patient care 157 
6.4.2 Improve self through professional practice 158 
6.4.3 Recognition and reward 15 9 
6.5 Barriers to participation in CPD activities 161 
6.5.1 Inadequate support systems 162 
6.5.1.1 Lack of time 162 
6.5.1.2 Lack of funding 162 
6.5.1.3 Support in the workplace 162 
6.5.1.4 Inequity of support 164 
6.5.2 Perceived lack of ability 164 
6.6 Outcomes of CPD 165 
6.6.1 The challenge of measuring outcomes of CPD 165 
6.6.2 Input models versus outcomes models of CPD 166 
6.7 CPD and NHS Policy 168 
6.7.1 AHP Careers Framework 169 
6.7.2 Knowledge and Ski lis Framework 170 
6.7.3 High Quality Care for All- The Next Stage review 171 
6.8 Summary 171 
C H A P T E R 7 
C O N C L U S I O N & R E C O M M E N D A T I O N S 173 
7.1 Introduction 173 
7.2 Summary of main findings and implications for practice 173 
7.3 Implications for physiotherapy practice & post-qualifying education 177 
vi 
Contents 
7.4 Recommendations for future research 179 
7.5 Reflective Account 180 
7.5.1 What did I learn about myself? 181 
7.5.2 What did I learn about the research process 182 
7.5.3 What could I have done differently? 183 
R E F E R E N C E S 185 
APPENDICES 199 
vu 
Contents 
T A B L E S 
Table 2.1 
Table 3.1 
Table 3.2 
Table 3.3 
Table 3.4 
Table 4.1 
Table 4.2 
Table 4.3 
Table 4.4 
Table 4.5 
Table 4.6 
Table 5.1 
Table 5.2 
Table 5.3 
Table 5.4 
Table 5.5 
Table 5.6 
Table 5.7 
Table 5.8 
Table 5.9 
Table 5.10 
Table 5.11 
Table 5.12 
Table 5.13 
Table 5.14 
Table 5.15 
Table 5.16 
Table 5.17 
Strategic Health Authority 14 
Published research using postal surveys 19 
Published research using interviews 30 
Published research using mixed methods 40 
Systematic review from the Cochrane Collaboration 45 
Decision Trail in Research Process 55 
Physiotherapists employed by Strategic Health Authority 57 
Physiotherapy population: grading of post and speciality 57 
Procedures for ethical approval and access to sample 61 
Audit Trail of Interview Data 68 
The process of analysing the interview transcripts 71 
Response rate to questionnaire by Trust 80 
Respondents by clinical specialty and grading of post 81 
Distribution of respondents by gender within each clinical 83 
specialty 
Distribution of respondents by clinical speciality and work 83 
setting 
Comparison of demographic information of samples in 84 
surveys 
Stratified representative sample of interviewees in relation to 87 
their clinical specialty and grade 
Demographical information of the interviewees 87 
Respondents' participation in CPD activities in the previous 93 
year and month 
Respondents' participation in CPD activities in the previous 95 
year in relation to their present clinical specialty. 
Respondents' participation in CPD activities in the previous 98 
year in relation to their present grading 
Summary of respondents' clinical groupings on theu- opinions 101 
on reasons for engaging in CPD 
Total Variance Explained: Reasons for engaging with CPD 106 
Factor loadings for the three-component solution for the 15- 108 
item Likert-response question relating to reasons for engaging 
in CPD 
Friedman's rank test on results of components identified as 109 
reasons for CPD 
Rank ordering of items given as reasons for engaging in CPD 110 
based on mean scores 
Summary of respondents' opinions on barriers to engaging in 111 
CPD relating to clinical speciality groupings 
Total Variance Explained 113 
vui 
Contents 
Table 5.18 Primary Factor loadings for the four-component solution for 114 
the 14-item Likert-response question relating to barriers to 
engaging in CPD 
Table 5.19 Friedman's rank test on results of components identified as 115 
barriers to engaging with CPD 
Table 5.20 Rank ordering of items perceived as barriers to CPD based on 116 
mean scores 
F I G U R E S 
Figure 5.1 Summary of main findings 78 
Figure 5.2 Bar chart to illustrate respondents' prioritising of their own CPD 92 
requirements 
Figure 5.3 Bar chart to illustrate respondents'prioritising of their own CPD 94 
requirements in relation to clinical speciality 
Figure 5.4 Bar chart to illustrate respondents' prioritising of their own CPD 97 
requirements in relation to grading 
Figure 5.5 Items for engaging with CPD activities to which participants ICQ 
agreed/disagreed 
Figure 5.6 Error bar graph showing items as reasons for engaging in CPD 107 
Figure 5.7 Items as barriers to participation in CPD activities to which 110 
respondents agreed /disagreed 
Figure 5.8 Error bar graph showing items as barriers to CPD 112 
IX 
A P P E N D I C E S 
Contents 
Appendix 1 
Appendix I I 
Appendix I I I 
Appendix IV 
Appendix V 
Appendix V I 
Appendix V I I 
Appendix VI I I 
Appendix IX 
Appendix X 
Appendix X I 
Appendix X I I 
Appendix X I I I 
Appendix XTV 
Appendix X V 
Appendix X V I 
Appendix X V I I 
Appendix XVII I 
Appendix XIX 
Appendix XX 
Appendix X X I 
Plan of Work 
Overview of Literature Search 
Ethical Approval - University of Durham 
Ethical Approval - Employer 
Ethical Approval - NHS 
Va Application for NHS Local Research Ethic 
Committees 
Research Protocol 
Vb Confirmation of Approval 
Participant Information Letter 
Questionnaire 
Contact Details Form 
Consent Form for Interview 
Feedback from pilot interview 
Interview Schedule 
Clinical speciality categories: coding in SPSS groupings 
Grading of post categories: coding in SPSS groupings 
Prioritising CPD activities: coding in SPSS groupings 
Participation in CPD activities in relation to sub-group: 
a Present clinical speciality 
b Years in clinical speciality 
c Present grade 
d Years in present grade 
e Work setting 
f Academic qualification 
g Gender 
h Hours of work 
Additional comments from the questionnaire 
Scree plots 
a Reasons for engaging with CPD 
b Barriers to engaging with CPD 
Friedman's ranks test and statistics 
NVivo node summary 
Letter with returned transcript 
Letter from employers Research Ethics Committee 
199 
200 
202 
203 
204 
234 
238 
240 
241 
245 
246 
247 
250 
251 
252 
253 
254 
255 
256 
257 
258 
260 
261 
262 
263 
270 
271 
272 
274 
278 
279 
- DECLARATION -
I declare that this thesis represents my work, and the content has 
not been submitted to this, or any other institution, in application 
to a degree or any other award. 
XI 
STATEMENT OF COPYRIGHT © 
The copyright of this thesis rests with the author. No quotation 
from it should be published in any format, without the author's 
prior written consent. All information derived from this thesis 
should be acknowledged. 
X l l 
A C K N O W L E D G E M E N T S 
The completion of this thesis would not have been possible without the help and support 
from the following people: 
Professor Mike Byram: Mike has been the perfect supervisor, offering expert guidance, 
consistently prompt and valuable feedback and support throughout the research process. 
Mike's complete professionalism, calmness and wisdom have been an inspiration, 
giving me the confidence to maintain my motivation to complete this thesis. 
My family: My husband's domestic skills have improved dramatically over the last 4 
years particularly in my writing-up stage. 1 know he will be more than happy to 
relinquish these new found skills. My children have helped to keep my feet firmly on 
the ground, by not being the least bit impressed by my Doctoral studies. 
My fellow cohort: A wonderful group who brought the taught modules to life, and 
widened my views on so many aspects of education. To those who completed before 
me, many congratulations, and for those still on the road to success I wish them well. 1 
am particularly grateful to Helen Smith for her constant encouragement and our joint 
reflections over tea and cake. 
The study participants: without which this research could not have taken place. 
xni 
Chapter 1 Introduction 
Chapter 1 
- INTRODUCTION-
This chapter begins by presenting a background to the study, and then provides a 
summary of the organisation and content of the thesis. 
1.1 BACKGROUND TO THE STUDY 
A range of factors have placed increasing pressure on all physiotherapists to 
demonstrate that they have engaged in a process of continuing professional 
development (CPD) in order to demonstrate their competence to practise (Chartered 
Society of Physiotherapy, 2002a, 2003a; Department of Health, 1998, 1999a; 1999b; 
Health Professional Council, 2003). These include: an emphasis on the importance of 
use of evidence-based practice and the growing body of research knowledge; the 
need to demonstrate greater accountability through clinical governance; together with 
greater awareness of consumer needs. 
The government requirement for all health professionals to be engaged in CPD stems 
fi-om a desire to enhance the quality of health care to patients and clients; and the link 
between CPD and quality of service is made in a number of government documents 
(Department of Health, 1998; 1999a; 1999b; 2000; 2001a; 2001b). The Health Act 
(Department of Health, 2001b) and Health Professions Council (HPC) (HPC, 2003) 
require individual health care practitioners to show evidence of having undertaken 
learning and development and to have applied this to practice. Although the statutory 
body requirement (HPC, 2003) is relatively new, physiotherapists have always been 
required to engage in CPD, with the Rules of Professional Conduct specifying that 
no physiotherapist should be practising in an area in which they are not competent 
(Chartered Society of Physiotherapy, 2002a). 
When applied to physiotherapists, their professional body, the Chartered Society of 
Physiotherapy (CSP), requires each individual physiotherapist to take responsibility 
for his/her own ongoing learning and to provide evidence that they are updating 
knowledge and skills in order to maintain their competence to practise (CSP, 2000; 
2002a). However, despite this long-standing expectation, there is little research that 
1 
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identifies the types of CPD activities which physiotherapists engage in, or explores 
physiotherapists' views of the value of continuing professional development, for 
themselves as individuals; for their professional practice in physiotherapy; or of the 
impact on patient care. 
An important purpose of this thesis is therefore to fill a gap in knowledge by 
exploring the perceptions and beliefs of physiotherapists employed in National 
Health Service (NHS) sites within one Strategic Health Authority (SHA) on CPD. It 
is anticipated that findings from this study will increase understanding of the reasons 
why physiotherapists choose to engage in particular CPD activities, and assist in the 
development of appropriate post-registration provision for local physiotherapists in 
response to their perceived needs. 
1.2 PHYSIOTHERAPY 
Physiotherapy is a healthcare profession concerned with human function and 
movement, and maximising potential, using physical approaches to promote, 
maintain and restore physical, psychological and social well-being (CSP 2008). 
Physiotherapists are autonomous professionals who treat a wide range of conditions, 
particularly those associated with the neurological, musculoskeletal, cardiovascular 
and respiratory systems, across the life span from children to care of the elderly (CSP 
2002b). Physiotherapists practise in diverse environments including hospitals, CP 
practices and people's homes. 
1 3 TERMINOLOGY 
To maintain clarity for the reader, the United Kingdom (UK) versions of some terms 
that vary across health professions, and across countries, will be maintained 
throughout the thesis. Physiotherapy and physiotherapists are the terms used in the 
UK, whereas in the United States of America (USA), Canada and Australia, physical 
therapists and physical therapy are more commonly used. Continuing professional 
development, or the acronym CPD, are used in the UK by physiotherapists, whereas 
continuing education, may be used by nurses, and continuing medical education 
(CME) is commonly used by doctors in this country and abroad. 
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1.4 OVERVIEW OF THE THESIS 
The thesis is organised to facilitate the reader's understanding of each stage of the 
research study. This section provides a summary of the content in the remaining 
ch^ters of the thesis. 
1.4.1 Chapter 2: The Context 
This chapter provides the reader with the background to the importance of CPD for 
physiotherapists in the NHS, setting it within the international, national and health 
policies on lifelong learning and continuing professional development. The main 
purpose of this ch^ter will be to introduce the policies and the demands on 
individual health care staff as a consequence of changes in statutory body 
requirements (HPC, 2003). 
1.4.2 Chapter 3: Critical Analysis of the Literature, 
This ch^ter identifies, critically analyses and summarises previous research in the 
field of continuing professional development in physiotherapy in the UK. A search of 
the literature revealed that there is a dearth of research on the subject of CPD in 
physiotherapy in the UK, and therefore comparisons are also drawn v^ dth research in 
physiotherapy in the USA and Canada; and in other health professions. Much of the 
existing research reviewed in this ch^ter focuses on formal CPD, with skill-based 
courses still appearing to dominate in the UK (Beeston et al, 1998; CSP, 2006). 
There is a paucity of research where the respondents identify the fiill range of CPD 
activities that they engage in, information on how often they engage in these 
activities, how they make the choice for one CPD activity rather than another, and 
what impact these activities may have on their practice. This chapter concludes by 
identifying the research question and research aims, which were developed to enable 
the research to contribute to the advancement of insight, knowledge and 
understanding in the field of continuing professional development in physiotherapy. 
1.4 J Chapter 4: Research Methodology 
This chapter justifies the research process followed in the study, which used an 
interpretive design and a sequential multi-method data collection. Phase 1 collected 
mainly quantitative data using a survey questionnaire sent to the physiotherapy 
3 
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population in one Strategic Health Authority (SHA); and Phase 2 collected 
qualitative data from a stratified representative sample of the survey respondents 
using individual face-to-face interviews. This chapter discusses the procedures 
involved in implementing the research, including specific ethical considerations, 
sampling, pilot work, data collection and analysis. The application for ethical 
approval to access the sample, which followed the Department of Health's Research 
Governance Framework (Department of Health, 2003a), was rigorous and is 
described in section 4.5. 
1.4.4 Chapter 5: Research Findings 
The purpose of this chapter is to present the data, and the patterns and trends within 
the data from the analysis of both phases of the data collection; using quantitative 
data from the self-completion questionnaires and qualitative data from the individual 
interviews. The chapter begins with an overview of the sample including 
demographic information of the participants and comparison of the response rate and 
sample characteristics with other published studies. The main research findings from 
the survey are then presented, together with the main findings that emerged from the 
interview data. This allows the underlying thoughts from the participants that the 
questionnaires were unable to uncover to be highlighted, using verbatim quotes from 
the interviewees to illustrate key points. 
1.4.5 Chapter 6: Discussion of the Findings 
This chapter considers the implications of the findings and discusses their 
significance in relation to the existing literature. The discussion wil l focus on the 
type of CPD activities the physiotherapists participate in, and the reasons for those 
choices; the impact the outcomes of their CPD can have on patient care, the 
development of the individual physiotherapist, and the physiotherapy service. The 
difficulties in measuring the outcome of CPD are also raised. 
1.4.6 Chapter 7: Conclusion and Recommendations 
This chapter summarises the main findings of the research in relation to the research 
question and aims; discusses the implications of my findings for post-qualifying 
education for physiotherapists; and provides recommendations for future practice and 
4 
Chapter I Introduction 
further research. The findings from my study have provided an increased 
understanding of the reasons why physiotherapists choose to participate in particular 
CPD activities, and assisted in the development of appropriate post registration 
provision for local physiotherapists in response to their perceived needs (University 
of Teesside, 2007). This chapter concludes with a reflective account of my learning 
and development throughout the research process. 
1.4.7 Appendices 
The Appendices are referred to at appropriate points in the main body of the thesis, 
include a range of supplementary background material, and are identified in the 
Table of Contents. 
Chapter 2 The Context 
Chapter 2 
- THE CONTEXT -
2.1 INTRODUCTION 
This chapter contextualises the main focus of the thesis and begins with a 
background to the discourse on the Lifelong Learning (LLL)/CPD agenda, which is 
driven by general international and national education policies, and by specific health 
policies. The ch^ter then focuses on the CPD of physiotherapists working in the 
NHS: the demands fi-om society and introduction of clinical governance; and the role 
of the Health Professions Council in re-registration. The CSP uses LLL and CPD 
interchangeably throughout their documentation (CSP, 1999; 2000; 2003a; 2005a), 
describing CPD as the work-oriented aspect of their lifelong learning. CPD in the 
health professions can be viewed as only a narrow vocational focus of the LLL 
agenda, as there are other aspects of LLL, explained below, which it does not cover; 
such as post-retirement learning or leisure learning. 
2.2 INTERNATIONAL C O N T E X T : L I F E L O N G L E A R N I N G 
LLL is an emergent discourse of the 20* and 21^ centuries, which has been 
described as a lifelong journey of learning experiences that can take place from 
cradle to grave. LLL takes place in all areas of human experience and is inseparable 
from its contexts, whether at international, health policy, professional level or at the 
level of the individual. LLL has its origins in the way international bodies responded 
to the problems of globalisation and competitiveness. The Organisation for 
Economic Co-operation and Development (OECD, 1996, page 1) put 'learning' at 
the forefront of its ministerial meetings, stating: 'Lifelong learning wi l l be essential 
for everyone as we move into the 21** century and has to be made accessible for all ' . 
UNESCO denoted 1995-1998 as 'the years of sustainable human development 
(lifelong learning) and peace' (Delors et al. 1996). Other supporters, cited in 
Longworth and Davies (1996), are: the European Conmiission, who designated 1996 
as the 'European Year of Lifelong Learning'; the G7 Nations, who called for 'the 
development of human potential through the creation of a culture of Lifetime 
Learning'; and the final report of the world's 'International Conmiission on 
Education for the 21^ Century' who present LLL as a central unifying theme. 
Chapter 2 77te Context 
Two features of contemporary social and economic change in an international 
context are interrelated, as they underlie two equally important aims for LLL: 
promoting active citizenship and promoting employability (human capital). 
According to human coi ta l theory individuals invest in themselves through 
education and training, and in activities that increase their earnings (Levin and 
Kelley, 1997); society in general then benefits from the increased productivity of 
those better educated individuals. As Europe moves towards a knowledge-based 
society and economy with access to up-to-date information and knowledge, 
individuals are expected to use these resources on their own behalf and for the 
benefit of the wider community. Calpin-Davies (1996) suggests CPD activities which 
increase knowledge, skills and productivity can represent an investment by 
individuals or employers. It could be suggested that some of the factors which are 
taken into account by individuals in deciding whether to invest in their education to 
join the labour market may be similar to those where physiotherapists determine 
whether or not to participate in specific CPD activities. This investment may be 
private (by an individual) with expectations of personal reward, through promotion 
and increase in salary; or 'social' where, for example, the NHS invests in the training 
of health care staff to improve patient care and benefit society as a whole. 
However, some writers (Fevre, 1997; Coffield, 1999), have criticised the concept of 
'human capital theory' as being inadequate in explaining the diverse motivations of 
individuals participating in CPD, arguing that work-related education and training 
have often been regarded as an obligation rather than as an investment by employees, 
who see employers rather than themselves as the principal 'users' of their training. 
2 J NATIONAL C O N T E X T : T H E NEED FOR LEARNING AND D E V E L O P M E N T 
Government policy has followed international thinking on promoting lifelong 
learning for all individuals (DfEE, 1998), with David Blunkett, the minister 
responsible for education and training at the time, describing learning as ' . . . the key 
to prosperity - for each of us as individuals, as well as for the nation as a whole' in 
the Learning Age (Department for Education and Employment, 1998, page 1). The 
National Advisory Group for Continuing Education and Lifelong Learning 
(NAGCELL), in its first report for the Secretary of State for Education, explained 
lifelong learning as follows: 
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Lifelong learning should be for all aspects of life and meet a variety of 
needs and objectives. It should foster personal and collective 
development, stimulate achievement, encourage creativity, provide 
and enhance skills, contribute to the enlargement of knowledge itself, 
enhance cultural and leisure pursuits and imderpin citizenship and 
independent living. This wil l require recognition of and support for a 
wide range of learning, undertaken in different locations, in various 
forms and through different routes. (NAGCELL, 1997: Par 5.12; 
As noted above there are criticisms of some approaches to LLL as being misused by 
employers, in particular with regard to human capital theory, and this is evident on 
the national level too. Baptiste (1999) suggests that LLL is a governmental strategy 
to keep people in learning, and perhaps out of unemployment, and that the discourse 
on LLL centres around the 'himian capital requirement' of the 'new economic order'. 
So dominant is this discourse that Coffield (1999) asks: 'How long before we see the 
official advertising slogan: You wi l l learn and, what's more you wil l enjoy it?' 
2.4 H E A L T H C O N T E X T : C L I N I C A L GOVERNANCE 
Over the last decade there has been an increase in policy and legislation in the NHS, 
with an increase in accountability. The New NHS: Modem, Dependable (Department 
of Health, 1997), sees a clear relationship between LLL/CPD and improvements in 
quality with the introduction of clinical governance and quality assurance. Clinical 
Governance has been defined by the government as: 
a framework through which NHS organisations are accountable for 
continuously improving the quality of their services and safeguarding 
high standards of care, by creating an environment in which excellence in 
clinical care wil l flourish 
(DH, cited in A First Class Service - Quality in the new NHS, 1998, p33) 
In the contemporary healthcare climate, and the scrutiny under which the National 
Health Service operates, the comprehensive imderstanding and implementation of 
good clinical governance has become an essential and obligatory requirement, and is 
at the centre of the NHS quality reforms. Clinical governance involves establishing 
clear lines of responsibility and accountability for quality in NHS organizations; 
putting a comprehensive programme of quality improvement activity in place; and 
having robust arrangements for identifying and remedying risks and poor 
performance. Clinical governance demands a major shift in the values, culture and 
leadership of the NHS, to place greater focus on the quality of clinical care and to 
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make it easier to bring about improvement and changes in clinical practice (Walshe 
et al, 2000). 
Measures more stringent than those provided under the Professions Supplementary to 
Medicine Act 1960 were needed to protect the public (J M Consulting Ltd, 1996). 
The newly established Health Professions Council (HPC), which came into effect on 
1*' April 2002, replaced the Coimcil for Professions Supplementary to Medicine 
(CPSM), which dated back to the 1960s. The HPC is a UK-wide, independent 
regulatory body that wi l l maintain a register of qualified practitioners and is 
equipped with powers for the protection of the public and the tools to raise standards 
of all professions that it regulates (Chadda, 2002). The Health Act (Department of 
Health, 2001b) includes changes to the regulation of health care professionals, and is 
to be linked with evidence of CPD (NHS Executive, 2000) as a means of testing 
continuing competence. This requires each individual to take responsibility for their 
own ongoing learning and for being able to provide evidence that they are updating 
knowledge and skills in order to maintain competence to practise. 
2.5 S T A T E CONTROL AND ACCOUNTABILITY 
There are mounting pressures on professionals to demonstrate their accountability to 
the public and prove the efficacy of their practice, while the concept of lifelong 
learning is gaining increasing currency. Despite the rhetoric of LLL, where CPD for 
physiotherapists had previously been seen as a professional issue and development of 
the individual, it now appears to have become a reason for accountability and an 
underlying agenda of state control, with Potter (2001) warning of the politicising of 
the regulatory process with the setting up of HPC, and the 'death' of 300 years of 
professional self-regulation. It is suggested that concern about how the medical 
profession is regulated followed high profile medical cases, over the previous 
decade, such as: the Bristol Royal Infirmary Inquiry (2001); Beverly Allitt, jailed in 
1993 for killing young patients while a nurse (Clothier, 1991); and Harold Shipman, 
convicted in 2000 of the murder of 15 of his patients while he was a General 
Practitioner (Shipman Inquiry, 2005). This resulted in reform of the General Medical 
Council's regulatory process, and later resulted in tougher regulations for Allied 
Health Professions (AHPs). Although the professional body for physiotherapists in 
the UK, the Chartered Society of Physiotherapy, wi l l continue to regulate its own 
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members, the right of an individual to be employed as a physiotherapist and to 
continue to practise, wil l be determined by the new body, the HPC, which could 
mean effective control by the Secretary of State. In effect, the results of these 
policies are that the public service ethic has become divorced from the idea of 
professionalism, and this has given way to bureaucratic accountability. 
A range of factors have thus placed increasing pressure on all health professionals to 
demonstrate that they are engaged in a process of CPD in order to demonstrate their 
competence (CSP, 2000; Department of Health, 1999a, 1999b). These include: an 
emphasis on the importance of use of evidence-based practice and the growing body 
of research knowledge; the need to demonstrate accountability, particularly in 
response to recent high-profile cases in the media; greater consumer awareness; and 
clinical governance. 
Eraut (1994) advises that qualification should not be an end point of the learning 
process, but rather the beginning of professional development. Longworth and 
Davies (1996) support this view pointing out that although LLL has a social, 
political, personal and an educational meaning it is the individual who makes the 
learning decisions. Teare et al, (1998) reinforce this point by describing LLL as a 
continuous development process which can be said to 'belong to an individual'. 
These authors support Potter's (2001) conmient that here is a LLL concept which 
could have a liberal educational element and be of benefit to the individual and yet 
much of what is being done appears to be using LLL for political purposes, and in 
particular to control and defend the health system against public attack. 
2.6 PROFESSIONAL AND R E G U L A T O R Y B O D I E S 
2.6.1 The Chartered Society of Physiotherapy 
The Chartered Society of Physiotherapy is the professional, educational and trade 
union body for the country's 47,000 chartered physiotherapists, physiotherapy 
students and assistants. It aims to support its members and help them to provide the 
highest standards of patient care (CSP, 2008). Physiotherapy is a healthcare 
profession concerned with human fiinction and movement and maximising potential: 
using physical approaches to promote, maintain and restore physical, psychological 
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and social well-being, taking accoimt of variations in health status; it is science-
based, committed to extending, q>plying, evaluating and reviewing the evidence that 
imderpins and informs its practice and delivery; and involves the exercise of clinical 
judgement and informed interpretation is at its core (CSP, 2002b). 
Physiotherapists work in a wide variety of health settings such as intensive care, 
mental illness, stroke recovery, occupational health, care of the elderly, and treating 
musculoskeletal conditions. Qualification as a physiotherapist is not the end of an 
educational process, but part of the continuum of learning and professional 
development (Gosling, 1999). Physiotherapists have been autonomous practitioners 
since 1978, taking responsibility for their own practice, post-qualifying education 
and development. An implication of this autonomy is the expectation that 
practitioners constantly update themselves by undertaking CPD activities (CSP, 
2002a). The maintenance and enhancement of knowledge and skills through 
identifying and meeting personal needs is a key professional responsibility, and 
relates directly to the CSP's Rule One of Professional Conduct (CSP, 2002a), which 
identifies that no physiotherapist should be practising in an area in which they are not 
competent. Continued competence requires CPD, as Clyne (1995) suggests, that it is 
no longer possible for professionals to practise the same things in the same way for 
the whole of their working life. Haines (1997) also reminds us that professional 
competence is a perishable commodity suggesting it only lasts between 2 to 5 years. 
As a qualified and registered member of one of the allied health professions, a 
physiotherapist has all the responsibilities expected of a professional (CSP, 2002a). 
CSP members are expected to undertake CPD through Standards of Physiother^y 
Practice (CSP, 2005a) and Rules of Professional Conduct (CSP, 2002a). The benefits 
to the individual, team and service, as well as the patient, can be identified through 
enhancement of skills, knowledge and practice (CSP, 2003a). The CSP expects its 
members 'to maintain and develop their skills, knowledge and competence in order 
to provide safe and effective practice through CPD' (CSP, 2000, p. 3). The CSP goes 
on to acknowledge chartered physiotherapists' professional autonomy and capacity 
for self-regulation, expressed through monitoring of their own development and 
standards of practice. The CSP defines CPD in terms of what is relevant to the 
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professional development of individual therapists and recognises outcomes of CPD 
rather than its input or process (Gosling 2001). 
However, the CSP argues that the pressures on staff in regard to CPD are complex 
(CSP, 2001), and impact on the individual, the team and the organisation. The 
individual wil l have individual learning needs in terms of their own practice or career 
plans. The team in which they work will have a plan for development. The overall 
organisation wil l have clear expectations of enhancing quality across the whole 
workforce in relation to clinical governance. CSP warns that members need to be 
prepared to respond to government initiatives around CPD (CSP, 2003a). 
2.6.2 The Health Professions Council 
Physiotherapists and other AHPs now have to demonstrate to the HPC their ongoing 
eligibility to practise physiotherapy by producing a profile showing how they have 
been meeting the HPC Standards of Conduct during the previous 2 years in order to 
remain registered (HPC, 2003; 2006a; 2006b); this rule came into force in August 
2006 and the audit process for physiotherapy wil l take place in 2010. Prior to this 
individual AHPs sign a form to say they have complied with the Standards of 
Conduct relating to CPD in order to remain on their professional register, but do not 
have to submit any evidence of this. At present there are 43,017 physiotherapists 
registered with the HPC (HPC, 2008). The standards of CPD are that a registrant 
must: 
1. Maintain a continuous, up-to-date and accurate record of their CPD 
activities; 
2. Demonstrate that their CPD activities are a mixture of learning 
activities relevant to current or future practice; 
3. Seek to ensure that their CPD has contributed to the quality of their 
practice and service delivery; 
4. Seek to ensure that their CPD benefits the service user; and 
5. Present a written profile containing evidence of their CPD upon 
request. 
(HPC, 2006b page 5) 
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2.7 R A T I O N A L E FOR T H E STUDY 
As I have shown, there are many expectations on physiotherapists and the question 
which arises is how they are responding to these. The Health Act (Department of 
Health, 2001b) and recently set up Health Professions Council (Health Professions 
Council, 2003) require individual health care practitioners to show evidence of 
having undertaken learning and development and to have applied this to practise. 
This requires each individual physiotherapist to take responsibility for his/her own 
ongoing learning and to provide evidence that they are updating knowledge and 
skills in order to maintain their competence to practise. However, to date, there is 
little research that identifies the types of CPD activities which chartered 
physiotherapists engage in or how individual physiotherapists perceive these 
activities influence their professional practice or patient care. O'Sullivan (2003) 
undertook a qualitative study to explore the barriers to imdertaking CPD. The main 
issue to emerge was that individual physiotherapists were motivated and committed 
to CPD, but experienced guilt about taking time for it because they were working in 
demanding environments where the patient's needs are paramount and CPD was not 
necessarily integral to practice. She concluded that an increased awareness and 
understanding of CPD is required in order to enable physiothcK^jists to become 
independent learners. One important purpose of this thesis is therefore to fill a gap in 
knowledge, and provide a better basis for the development of new policy. 
2.8 T H E R O L E O F T H E R E S E A R C H E R AND T H E LOCATION O F T H E R E S E A R C H 
This may be an appropriate point to disclose my position as a researcher in order to 
describe the pragmatic issues which wil l be discussed in more detail in later parts of 
the thesis. Acknowledgement of the researcher's position can lead to a more critical 
appraisal of the research study than i f this had not been made public. 
In submission of this thesis I explore the perceived value that CPD activities have for 
physiotherapists employed in all NHS sites within one Strategic Health Authority. 
This study was undertaken as a component of a doctoral degree, an EdD, at the 
University of Durham. I am a Chartered Physiotherapist, and at the start of the study 
was employed as a Senior Lecturer in Physiotherapy in a imiversity in the North of 
England, with a personal interest in, and the responsibility for, developing post-
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registration CPD provision for physiotherapists and other allied health professional 
(AHPs). As I had worked in the NHS as a physiotherapist for over 20 years, I could 
be considered an 'insider', in the context of the research. This position provides me 
with knowledge of the practice of physiotherapy; the professional requirements of 
CPD; the local and national provision of post-registration CPD; and access to 
physiotherapists practising in the NHS. 
It is anticipated that findings from this study wil l increase understanding of the 
reasons why physiotherapists choose to engage in particular CPD activities, and have 
a potential practical application in the development of appropriate post registration 
provision for local physiotherapists in response to their perceived needs. There is 
also however, the potential that this study may raise false expectations of local 
physiotherapists, as future development of postgraduate provision is dependent on 
funding provided by the local Strategic Health Authority (SHA). 
At the outset of the study, and throughout both data collection phases, the 
participants were employed within one SHA in the North of England, which 
consisted of the Acute Hospital Trusts and Primary Care Trusts shown in Figure 2.1 
Table 2.1 Strategic Health Authority 
Sob Area Acute Trusts Primary Care Trust (PCX) 
NHS Trust 1 PCX 1 
NHS Trust 2 PCT2 
PCT3 
PCT4 
PCT5 
NHS Trust 3 PCT5 
NHS Trust 4 PCT6 
NHS Trust 5 PCT7 
PCT8 
2.9 SUMMARY 
The main purpose of this chapter has been to introduce and analyse the policies, the 
demands on individuals as a consequence of changes in policies and the professional 
bodies which implement them, and the potential role of research. The following 
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chapter wil l critically review existing research literature, in order to develop 
appropriate research questions, which are addressed in the study. 
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Chapter 3 
- CRITICAL ANALYSIS OF THE LITERATURE -
3.1 INTRODUCTION 
The previous two chapters provide an introduction to the thesis, and background 
information on lifelong learning and the context of continuing professional 
development of staff employed in the NHS and in particular, physiotherapists. 
Chapter 2 also suggested there is opportunity for research to find out how 
practitioners are responding to new demands. This chapter identifies, critically 
analyses and summarises previous research in the field of continuing professional 
development in physiotherapy in the UK. Comparisons are also drawn with research 
in physiotherapy in the USA and Canada; and in other health professions. A further 
review of the literature wi l l be discussed in Chapter 6 together with the main fmdings 
of the research which are presented in Chapter 5. 
3.2 S E A R C H S T R A T E G Y FOR IDENTIFICATION O F L I T E R A T U R E 
A search strategy was developed, identifying seventeen key words: continuing 
professional development, CPD, continuing professional education, continuing 
education, professional development, lifelong learning, motivation, views, opinions, 
perceptions, values, barriers, compliance, participation, engagement, physiotherapy, 
physical therapy. An extensive electronic search was conducted using the following 
databases: CINHAL (Cumulative Index to Nursing and Allied Health), Medline, 
AMED (Allied and Complementary Medicine Database), PEDro (Physiotherapy 
Evidence Database), PsycINFO (Psychology Information) and ERIC (Educational 
Resources and Information Centre), and the key words identified. Appendix I I 
provides a summary of the search strategy and its results. In each database search the 
Boolean connectors, 'AND' and 'OR', were used to create a more complex search 
(Aveyard, 2007, p 65). The use of 'AND' between each of the key words ensured 
that articles would contain all of the key words, for example, continuing professional 
development and motivation and physiotherapy. The use of 'OR' between each of 
the alternative terms for facilitators and barriers, ensure that the articles containing 
one term or another was selected. A number of terms were truncated in the database 
searches, using the $ facility such as: physiotherap$, engagS and motivat$, which 
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enabled identification of all possible variant spellings or word endings of the key 
words used. 
Using the above search protocol, the key words were used in an advanced search of 
the databases, in different combinations, to get the maximum amount of results 
possible. In the initial search the key words were input into the 'all text' or 
'keyword' field which produced 1056 articles, with a large number of articles that 
were unsuitable and not focused on the topic area. To focus the search more 
specifically the same key words were used to search in the 'title' and 'abstract' fields 
only, the total number of articles found in this way was reduced to 121, which 
included discussion papers, opinion papers, in addition to research studies relating 
specifically to physiotherapy. I assessed these for relevance to my study by reading 
the title and abstract of each article, this resulted in 32 articles. A further, third 
search, omitting 'physiotherapy' as a key word, and searching in 'title' only, 
produced 422 articles that related to CPD of other health professions. The following 
criteria were then applied: 
Inclusion criteria: 
• Published empirical research from a range of health professions during 1998 -
2008 
• Specific to health professions in UK, Europe, USA, Australia and Canada 
• Published systematic reviews 
• Published research from the Chartered Society of Physiotherapy (CSP) 
Exclusion criteria: 
• Samples that included disciplines other than health professions 
• Content relating to pre-registration programmes 
• Content where continuing professional development was not the focus 
Once duplicate articles were removed from the database searches described above, 9 
articles remained. A search was also conducted using the Cochrane library, which 
produced one systematic review (O'Brien et al., 2001) that followed the strict 
protocol used by the Cochrane Collaboration (2008). The Chartered Society of 
Physiotherapy publications were searched using the CSP website (2008), which 
located a survey carried out by the CSP in 2005 (CSP, 2006). 
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Of these 11 published items, 9 were articles in peer reviewed journals, with 1 
professional body report (CSP, 2006), and one Cochrane review. Eight were 
exclusive to physiotherapy (Austin and Graber, 2007; Beeston et al., 1998; Brennan 
et al., 2006; CSP, 2006; Landers et al., 2005; O'Sullivan, 2003; Rappoh and 
Tassone, 2002; Stathopoulos and Harrison, 2003). Four of these involved 
physiotherapists in the UK (Beeston et al., 1998; CSP, 2006; O'Sullivan, 2003; 
Stathopoulos and Harrison, 2003). Two articles involved more than one health 
profession (Dolcourt et al., 2006; O'Brien, 2001), and one involved occupational 
therapists (OTs) (Anderson, 2001). 
33 FINDINGS O F T H E C R I T I C A L ANALYSIS 
The critical analysis of the 11 published items is presented in four distinct sections, 
according to the methodologies employed: surveys (4), interviews (4), mixed method 
(2) and systematic reviews (1). Critical analysis is a structured way of showing a 
study's strengths and weaknesses and therefore how much weight it carries in 
answering the research question (Aveyard, 2007), as well as explaining where my 
study is located in respect to these. 
The first group of studies used surveys and are summarised in table 3.1. The second 
group of studies used individual and focus group interviews and are summarised in 
Table 3.2. The third group used mixed methods of data collection and are 
summarised in Table 3.3. The fourth group of studies includes one systematic 
review, which is summarised in Table 3.4. No studies fitting the inclusion criteria 
were found that used randomised control trials (RCTs), although some RCTs are 
referred to in the systematic review (O'Brien, 2001). 
3.4 STUDIES USING SURVEYS 
This group of literature used postal surveys as a means of collecting data. There were 
four studies that met the inclusion criteria; two were carried out in the UK (Beeston 
et al., 1998; Chartered Society of Physiotherapy, 2006) and two in USA (Anderson, 
2001; Landers et al., 2005). Three of these studies involved physiotherapists 
(Beeston et al., 1998; Chartered Society of Physiotherapy, 2006; Landers et al., 
2005), one surveyed occupational therapists (OTs) (Anderson, 2001). 
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3.4.1 Purpose of the research 
All studies using surveys stated a purpose to their research, although the clarity of 
these varied between studies. The purpose of Anderson's (2001) exploratory study 
conducted in USA, which was clearly stated, was to determine OTs' perceptions of 
the impact of various CPD activities on maintaining their competency, that is, which 
mandatory and which voluntary activities were perceived to affect competency. The 
null hypothesis was: there will be no significant difference between the level of 
perceived impact of specific mandatory and voluntary CPD activities on continuing 
competency of Florida-licensed OT practitioners. The aims of the Beeston et al. 
(1998) study were less clear, with some inconsistency in stating the specific aims of 
this UK study involving physiotherapists. At the beginning of the article the aims are 
stated as: to explore the perceived barriers to CPD in relation to uptake of higher 
degrees and to explore the value given to higher degrees in the workplace. However, 
in the methodology section the aim of the study was stated as: to explore the 
perceptions of two groups of physiotherapists in relation to the factors influencing 
the uptake of taught master's degrees within a particular geographical area. The 
purpose of the CSP's (2006) survey was to identify the types of CPD activities 
members engaged in, the time spent on activities, the support given for CPD, and 
respondents' views on available CSP resources, using both quantitative and 
qualitative data. The purpose of Landers et al.'s (2005) study was to explore the 
differences in how physiotherapists pursue formal CPD on the basis of state mandate, 
gender, years of experience, practice speciality, professional body membership, 
motivation, and perception of the benefits of CPD. The four research questions 
were: what is the difference in the amounts of formal CPD pursued by 
physiotherapists in states v^ ath and without mandatory CPD; are there any variables 
such as a person's gender, years of experience, practice speciality, that are associated 
with the amount of CPD undertaken; what are the motivators of CPD; do 
physiotherapist perceive that formal CPD has improved their practice? 
3.4.2 Sample and demographical information of respondents 
The sample sizes were different in all four studies, ranging fi-om 213 (Beeston at al., 
1998) to 3,000 (Landers et al., 2005), with the CSP (2006) survey which involved 
1,700 subjects having the largest UK sample of physiotherapists in any of the studies 
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analysed. Three of the surveys used random sampling. A systematic random 
sampling technique in Anderson's (2001) study used a postal code-ordered mailing 
list. The sample was 25% of OT practitioners in Florida (n = 1,356), where state law 
requires CPD for re-licensure. In 1967 the USA began mandating CPD to ensure that 
health professionals were constantly maintaining and improving their professional 
education, which stipulated that all regulatory and professional associations should 
maintain competence in their individual professions. At the time of the Landers et al. 
(2005) study 20 states in USA did not mandate CPD for renewing physiotherapist 
licensure, because of difficulty in controlling and enforcing legislation, and the lack 
of guarantee of increased competence. Participation in their study was voluntary and 
responses anonymous. Follow-up postcards were sent 2 weeks after initial mailing. 
The CSP (2006) survey recruited a random sample of 5% of qualified CSP 
membership, that is, 1700 physiotherapists. Demographic information from this 
survey had the most reported detail of those analysed. 69 % of respondents worked 
in the NHS, the remaining respondents worked in private practice (14.7%), 
independent hospitals (2.9%), HEIs (2.2%), social (0.3%), and voluntary (0.7%) 
sectors; with 87.6% of respondents were female, 11.8% male, and 0.6% did not 
indicate any gender. Of those working in the NHS, 35% worked in secondary care, 
18.7% in primary care, 13.5% in the community, and 1.9% in mixed settings. Over 
50% were employed fiill time, 33% were part-time and 2.1% were employed as 
locums. The primary role of respondents was identified as clinicians (78%) or 
managers (5%), with 4.8% having a mixed role. 35.5 % of those identifying their 
main role as a clinician were employed as senior clinicians, with 5.3% as clinical 
specialists, 1.7% as extended scope practitioners and 8.1% also having a managers 
or team leaders role. 
Landers et al.'s (2005) survey covered 3,000 physiotherapists in seven western states 
in the USA. Mailing labels were obtained fi-om each state licensure board, and 
systematic random sampling techniques (every 5th mailing label) were used to select 
all participants. 1,500 questionnaires were sent to randomly selected physiotherapists 
in 3 states without mandatory CPD, representing 21.3 % of licensed physiotherapists 
in those states. The remaining 1,500 questionnaires were sent to randomly selected 
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physiotherapists in 4 states with mandatory CPD, representing 34.5% of 
physiotherapists in those states. 
The non-randomised sample of 213 physiotherapists in Beeston et al.'s (1998) study 
included 45 managers and 168 senior clinicians in the local area of the HEI where the 
authors worked. This was an opportunity, non-randomised sample, with a potential 
for bias, as the managers were first approached, and then asked to provide the names 
of senior physiotherapists to be included in the survey. It is therefore unclear i f the 
168 clinicians were all those employed in the sites or only those names chosen by 
their managers. In relation to academic qualifications, Beeston et al. (1998) reported 
that 17.5% (7) of the managers had a higher degree and 22.5% (9) were currently 
studying for one. Of the 102 clinicians that responded 64% (65) qualified with a 
diploma, 36% (37) with a degree, 6% (6) had a higher degree. 
The CSP (2006) survey, which was published 8 years later showed an increase in 
those with postgraduate qualifications, with 23.7% of respondents reporting 
postgraduate qualifications: 7.3% had a PgC, 8.6% a PgD, 7.8% a Master's degree, 
and 0.6% had a Doctorate. Anderson (2001) gave no demographic iirformation of 
the OTs that responded, in relation to gender, grade or clinical speciality or any 
differences in relation to these demographical variables. Landers et al. (2005) also 
gave little information on demographics apart fi-om 70.3% of all respondents being 
women, which is lower than in the other studies. 
3.4 J Ethical considerations 
As we shall see later ethical approval for this thesis was a complex process; but 
reporting of ethical considerations and approval was variable across the surveys, as 
was information on informed consent and recruitment of respondents, although this 
does not imply that appropriate approval was not sought or given. Ethical approval 
in Anderson's (2001) study is not explicitly mentioned, but as the article was based 
on a project completed for a Doctorate in Education, it is assumed that the study will 
have had approval from the supervising HEI and the respondents' employers, as well 
as informed consent by those who responded. No information is given on if, or how, 
ethical approval was obtained in Beeston et al.'s (1998) study, but information m the 
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article suggests the study was part of a degree programme and would presumably 
have also gone to the supervising University Ethics Committee, and the student 
would have been appropriately supervised by an academic. There is also a question 
on the purpose of the survey, as the questionnaire seemed to include questions 
directly related to on-going evaluation of the master's progranune, the results of 
which were not reported in the article. As the article was published in 1998, this was 
prior to the NHS Research Governance Framework (Department of Health, 2003a), 
which i f it had taken place later would have required NHS Research Ethics 
Committee approval and approval of the Research and Development Committees in 
each NHS site that employed the physiotherapy managers and clinicians. As 
explained further in chapter 4 the Research Govemance Framework requires 
researchers to gain ethical approval in order to access clinical staff in the NHS to act 
as participants. In the Professional Body survey (CSP, 2006), again there is no 
explicit indication of approval, but it is assumed that internal scrutiny mechanisms 
and quality control within this organisation would ensure appropriate approval 
processes were duly followed. 
All questionnaires in my study were accompanied by a participant information letter, 
to explain the purpose of the survey, guarantee anonymity of responses and gain 
informed consent. As will be seen in Chapter 4, the issue of ethical approval was an 
important issue in my research. 
3.4.4 Data collection tool 
All the studies in this section identified using a postal questionnaire as an appropriate 
and inexpensive tool to gather quantitative data from a relatively large number of 
respondents in a relatively short period of time (Oppenheim, 1998). All reported 
pilot testing their instrument to improve validity, reliability and clarity of questions. 
The self-completion questionnaire in Anderson's (2001) study was pilot tested on 25 
OT practitioners and their feedback used to clarify certain phrases. However the 
final questionnaire was not included in the article and no information was given as to 
its length. Questions were reported to include respondents' indications of the 
specific mandatory and voluntary CPD activities that they had engaged in, with the 
lists of activities taken from their Professional Associations and State CPD 
requirements. A 5-pomt Likert scale was used to indicate their perceptions of the 
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impact of these CPD activities on their learning, knowledge, and on application to 
practise. 
The draft questionnaire in Beeston et al.'s (1998) study was piloted by 5 managers, 
which reportedly helped to remove ambiguous questions and improve format, 
although reliability was not specifically tested. The questionnaires were sent to the 
managers first, then amended slightly to re-order words to elicit views of those being 
managed rather than those doing the managing, and then sent to the 168 senior 
clinicians. Piloting with clinicians was not reported and no copy of the questionnaire 
was included in the published article, although it was stated that it used mainly 
closed questions, with a few open questions to further explore the closed responses. 
Topic areas for questions were identified as: what were considered to be the barriers 
to master's level study for physiotherapists; respondents' perceptions of the 
relevance of master's degrees to career progression; the perception of the relevance 
of master's degrees to cliniccil practice; and, their views on the subject matter and 
method of delivery of master's degrees offered by the particular HEI (the findings of 
which are not reported in their article). 
The draft questionnaire in the CSP's (2006) survey was assessed by an internal 
scrutiny group and then piloted with members of the CSP CPD co-ordinators group, 
although no numbers are given on the latter or to the response rate from the pilot. 
This resulted in a 13-page questionnaire which was published in fiiU in their report, 
and was the only questionnaire provided in any of the articles. In contrast the data 
collection tool in Landers et al.'s (2005) study was a one-page questionnaire 
consisting of 13 questions, which were drafted and reviewed by a panel of experts 
fi-om their Professional Association, for validity and to determine whether the 
questions satisfied the purpose of the study. The test-retest reliability of the self-
report questionnaire was obtained using 35 physiotherapists completing the 
questionnaire twice at 13 to 17 days apart, which indicated a high test-retest 
reliability, R = .973 (95% confidence interval = .947 -.986). As described in Chapter 
4 my study involved piloting of the questionnaire and the Alpha (Cronbach) model of 
internal consistency (Field, 2005) was used to determine the extent to which the 
items in my questionnaire were related to each other. 
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3.4.5 Response rate 
Anderson's (2001) study had a return of 391 completed questionnaires (from 1,356), 
giving a 28.8% response rate. The response rate in Beeston et al.'s (1998) study was 
89% from managers (40 from 45), and 61% of clinicians (102 from 168) giving an 
overall 66% response rate. The CSP Survey received 862 (from 1,700) completed 
questionnaires from practising physiotherapists, giving an overall 50.7% response 
rate. This varied across the countries, with Wales having the highest response rate at 
60.3%, and England the lowest at 46.4%. The rather long 13-page questionnaire may 
have adversely affected the response rate. Although the CSP survey used a relatively 
large sample, and covered all physiotherapists who are members of their professional 
body, there was still potential for bias, as not all practising physiotherapists are 
members of the CSP. 
Landers et al. (2005) had 1,145 completed questionnaires (from 3,000) returned from 
physiotherapists, giving a 38.2% response rate, of these responses 61.8% where from 
states with mandatory CPD and 38.2% from states without mandatory CPD 
requirements. The primary limitation was the 38.2% response rate, which means the 
results should be interpreted with some caution, as the low response rate could mean 
the responses do not reliably reflect the entire population of physiotherapists. It 
could also be suggested that non-respondents may have had different CPD 
attendance hours and their views on CPD could be different from those that 
responded to the questioimaire. Landers et al. (2005) suggest that the lower rate in 
states without a mandate may have been attributable to the therapists' reluctance to 
report something that may reflect negatively on them or their state or both. It is 
possible that some respondents were strongly motivated (or not) by the topic or 
questions and this may have skewed not only the responses but also response rates, in 
that physiotherapists who pursue CPD may be more likely to have responded to the 
questionnaire. Likewise those who were unhappy or disagreed vsdth state CPD 
requirements may have been more likely to have answered the questionnaire. Other 
limitations include: the motivational questions were attitudinal in nature and 
represent only a point in time and therefore they could be subject to change; and only 
formal CPD was investigated, which is only one aspect of CPD. The experience in 
relation to response rate in my study is discussed in chapter 5. 
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3.4.6 CPD activities 
In identifying CPD activities that OT's engage in, 95% of the respondents in 
Anderson's (2001) study indicated that they regularly read professional literature and 
84% participated in mandatory formal courses of 1-2 days duration. The mean scores 
for each mandatory CPD activity were compared with the mean of each of the 
voluntary activities using a two tailed t test, to determine whether a significant 
difference existed. Formal programmes of one or more days in length were found to 
have a significantly greater perceived impact (p=0.000) compared with all other 
voluntary activities, apart fi-om being mentored. Informal activities of being 
mentored, and on-the-job training, were perceived as more effective than formal 
activities of less than 3 hours (p= 0.001, and 0.003 respectively). 
Analysis in Beeston et al.'s (1998) study used a descriptive approach, as tests of 
significance were not felt appropriate due to the non-randomised sample and 
structure of the questionnaire. This survey found that skills-based courses continue to 
dominate. The type of CPD provision rated most highly were: academic courses with 
a skills component (39%); recognised skills-based courses (for example, Bobath, 
Maitland or respiratory) (36%); whereas pure academic courses were rated highly by 
only 2% of respondents. The potential for bias in this study has been raised earlier so 
that results should be viewed with caution. 
In the CSP (2006) survey the predominant learning activity was identified by 
respondents as formal clinical courses (86.4%); with reading literature relevant to 
clinical practice (85.2%), and keeping a portfolio or record of learning and 
development (83.4%). 40% of respondents spent 1-4 hours per month on CPD, 33% 
spent 5-9 hours a month, with only 1.8% not engaging with any CPD. In regard to 
CPD in the workplace, line managers, peers and other colleagues were valued as the 
most important sources of support. Respondents in the CSP (2006) survey wanted 
protected CPD time and equity of CPD funding in relation to other health 
professions. The development of e-leaming tools was seen as a priority by 37% of 
CSP members, with 52.3% interested in the development of online courses on 
portfolio building, 58.7% on reflective practice, 57.5% on advanced clinical 
reasoning, 54% on the use of outcome measures, and 50% on critical appraisal. 
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The data gathered in Landers et al.'s (2005) survey were analysed using SPSS, with 
relationships between categorical variables of 2 or more sets of responses being 
cross-tabulated and analysed with chi-square tests. Analysis found that physio-
therapists in states with mandatory requirements averaged 33.8 hours of CPD per 
year, whereas those in states without a mandate averaged 28.3 hours per year. 
Independent-sample t tests demonstrated a significant difference of p=.048 in mean 
CPD hours. When the data were cross tabulated and analysed with chi-square tests, 
the difference was statistically significant (p<.001). There was also a significant 
difference in what the state mandated and what the respondents reported taking 
(p<.0005), that is, respondents took more CPD that the state mandate required. This 
could suggest that physiotherapists are intrinsically motivated to pursue learning 
experiences, although it would also appear that having mandatory requirements also 
increases the amount of CPD that physiotherapists engage with. What is not reported 
is the outcomes of the CPD activities, whether on the individuals' learning, the effect 
on their practice or service improvement. No statistically significant relationships 
were observed between the amount of CPD taken and years experience, gender or 
practice speciality of respondents. 
3.4.7 Motivators for CPD 
The majority (91%) of respondents in the CSP (2006) survey reported undertaking 
CPD to maintain professional competence, and 87% to improve patient care; with 
65% imdertaking CPD to meet HPC statutory requirements. In Beeston et al.'s 
(1998) study although 79% (72) clinicians reported that they would study for a 
higher degree if they thought it would be recognised in terms of pay and promotion, 
and 73% (27) of managers viewed having staff with a higher degree as an advantage 
to the physiotherapy unit that employed them, only 2% of managers and 16% of 
clinicians would consider it an advantage for a candidate applying for a post to have 
a higher degree. 
In order to examine the relationship between motivating factors and CPD attendance 
Landers et al. (2005) performed 3 separate linear regression analyses (overall sample, 
therapists in state with a mandate, therapists in states without mandate). Each of the 
regression analyses examined the relationship between the motivational variables and 
the number of CPD hours taken. For the overall sample, data for the 3 variables: 
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clinical competence, certification, and state mandate, correlated significantly with the 
numbers of CPD hours. (p<.005, p=.011, p<.0005 respectively). The significant 
motivational variables that respondents noted for taking CPD were: state mandate, 
increased clinical competence, and certification. Overall 96.2% believed that CPD 
had a beneficial effect on their practice (95.6% fi*om states with a mandate, 97.2% of 
therapists firom non mandated states). 
3.4.8 Barriers to CPD 
In the CSP's (2006) survey, 88% of respondents identified the work pressures of 
high caseloads and staff shortages as the main barriers to CPD; and 78% identified 
social or domestic pressures as an issue, with only 23% rejjorting access to IT 
facilities as a barrier. 25% of respondents received employer funding for CPD 
courses required for their role, 31.6% had joint funding by their employers and 
themselves, and even for personal development 19.6% still received joint funding 
fi-om their employer. In Beeston et al.'s (1998) study the greatest barriers to 
undertaking master's degrees were given as: lack of funding, by 30% of all 
respondents; lack of time, by 30%; and lack of study leave, by 12%. Very few 
respondents (10% of managers; 5% of clinicians) identified lack of personal 
motivation as a barrier, which suggests if the practical barriers were removed, more 
would take up the opportunity of higher education. However managers reported lack 
of staff to cover study leave as a greater barrier than did the clinicians, and 42% (15) 
of managers did not see it was their role to encourage staff to undertake master's 
degrees. 
3.4.9 Summary of the surveys 
As the focus of the research varied among all 4 studies commonalities are difficult to 
identify, and confidence in any comparison of the results is difficult. In summary, the 
above 4 studies all used self completion postal questionnaires that were designed by 
the authors. Although the use of questionnaires provides a large amount of data, 
questions can be open to different interpretation, as there is also the potential for 
respondents to give socially desirable answers and questionnaires do not allow the 
researcher to explore respondents' views, beliefs and perceptions. There was limited 
information of methods of analysis in two of the studies (Beeston et al., 1998; CSP, 
2006), with both using only descriptive statistics of fi-equency and percentage. 
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Little or no information was given on pre-testing or piloting of the questionnaire in 
Anderson's (2001) study, and there was a lack of information to demonstrate internal 
consistency. Therefore the validity and reliability of a newly developed survey 
instrument, using self-rating to assess impact on learning, could be called into 
question. There were differences in the length of the questionnaires, with the CSP 
survey having a 13-page questionnaire and Landers et al. (2005) only 1-page in 
length. Although Edwards et al.'s (2002) systematic review suggests that the odds of 
response with a single page will be twice that with three pages, the CSP survey had a 
higher response rate at 50.7% than the 38.2% in Landers et al. (2005). The 28% 
response rate of Anderson's (2001) survey was too low to ensure that the sample was 
representative of the population under study, and therefore there was the potential for 
non response bias, which may have affected results. Bryman (2004) asserts that a 
low response rate means that it cannot be claimed that non-responders would have 
the same opinions as responders. Landers et al.'s (2005) survey had an average 
response rate of 38.2%, which means the results may not reliably reflect the entire 
population of physiotherapists in the sample, nor could the results be generalisable to 
the wider population. In the latter study only formal CPD activities, rather than work-
based learning activities were investigated. 
The CSP (2006) survey used a relatively large sample, achieving an average response 
rate for a postal questionnaire, and covered all physiotherapists who were members 
of their professional body. However there was still potential for bias, as not all 
practising physiotherapists are members of the CSP. All results in the CSP (2006) 
survey are presented with little analysis (mainly as frequency of response), and little 
or no discussion or comparison with any other published studies. Qualitative 
comments to open questions were presented as direct quotes with no analysis. This 
was a report published by the professional body that carried out the research, and 
although it will have gone through internal quality mechanisms and approval of CSP 
Council, there is no blind reviewing by independent reviewers, as in the case of the 
other articles which were published m peer reviewed journals. 
3.5 STUDIES USING INTERVIEWS 
The second group of studies used individual and foctis group interviews to collect 
qualitative data and are summarised in Table 3.2. This group includes four studies 
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(Austin and Graber, 2007; O'Sullivan, 2003; Rappolt and Tassone, 2002; 
Stathopoulos & Harrison, 2003), all of which involved physiotherapists, with 
Rappolt and Tassone's study involving physiotherapists and OTs. Two of the studies 
were carried out in the UK (O'Sullivan, 2003; Stathopoulos and Harrison, 2003); one 
in Canada (RappoU and Tassone, 2002); and the other in the USA (Austin and 
Graber, 2007). 
3.5.1 Purpose of the research 
The purpose of the research varied in all these 4 studies. The purpose of Austin and 
Graber's (2007) USA study was to examine the perceptions of physiotherapists 
(managers and clinicians) concerning the barriers to and facilitators of CPD, and to 
identify how physiotherapists perceive the role of their hospital department in the 
CPD process. This study followed the mandate of CPD for physiotherapists in 
Illinois in 2002. O'Sullivan's (2003) work-based study sought to identify appropriate 
strategies to assist physiothen^jists to undertake effective CPD, and to inform and 
develop policy through which advice and guidance services fi-om the CSP could be 
implemented. The author was an employee of the CSP and her study was closely 
linked to a project undertaken by the professional body on CPD and Lifelong 
Learning (CSP, 1999; CSP, 2000). This project aimed to develop a firamework for 
CPD, the development of a CPD portfolio, core outcomes of CPD and the support 
members would require, with O'Sullivan's study focusing on the latter. Rappolt and 
Tassone's (2002) study examined the CPD strategies used by a sample of 
physiotherapists and occupational therapists in Canada to gather new knowledge, 
evaluate its appropriateness to their clinical problems, and implement new learning 
into their practices. Stathopoulos and Harrison's (2003) study set out to explore the 
impact of undertaking master's level study on practising physiotherapists, fi-om the 
perspectives of the physiotherapists with Master's level awards. 
3.5.2 Participants and demographical information 
Sample sizes ranged fi-om 5 (fi-om 7) (Stathopoulos and Harrison, 2003) to 20 (from 
45), (O'Sullivan, 2003) in the UK studies. Numbers were slightly higher in the 
Canadian and USA studies: with 24 (fix)m 82) in Rappolt and Tassone's (2002) 
study, and 23 physiotherapists in Austin and Graber's (2007) sample, which intended 
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to involve 3 clinicians and 1 manager from each of 6 different hospitals in the state. 
By selecting multiple therapists from each of 6 hospitals Austin and Graber (2007) 
were able to compare and contrast participants' responses, within the same 
organisation and among different organisations. The hospitals varied in size and 
location across urban to rural settings, with one of the smaller hospitals having only 3 
physiotherapists, which reduced the total participants to 23. The manager in each 
site was approached to participate and provide staff members wdlling to participate. 
No information was given as to the total number of physiotherapists employed in all 
6 hospitals so it is unclear how representative these 23 respondents were. Of these 
participants 20 (87%) were women. The participants had an average of 11.8 years 
physiotherapy experience (range 0.75-37), 16 (69.6%) were clinicians, with the 
remaining 7 (30.4%) being managers or team leaders. 47.6% were out-patient based, 
42.9% in-patient based and the remaining 9.5% worked across both settings. In 
regards to academic qualifications 12 (52.2%) had a bachelor's degree, 10 (43.5%) a 
master's degree, and 1 (4.3%) had a PhD. 
O'Sullivan (2003) selected 45 prospective subjects for her sample from contact 
details provided by 43% (n=1393) of respondents who completed questionnaires in 
the CSP project previously mentioned. Therefore the sample for interview was non-
random and skewed to those who may have had a greater interest in the topic. 
Twenty self-selecting physiotherapists responded, 19 female and 1 male. Of these, 16 
participants worked in the NHS, 2 in private practice, 1 in an independent hospital 
and 1 in occupational health, providing a range of working environments; 7 worked 
full-time, 11 part-time, 1 had a job share and 1 was taking a career break. Although 
the author reports that the sample was representative of the profession in terms of 
gender, job role, grade and work setting, no information was given in relation to 
clinical speciality or grade. 
Rappolt and Tassone (2002) randomly selected 38 physiotherapists and 44 OTs using 
registration profiles from professional organisations. Their sample was limited to 
therapists treating individuals with a common condition, low back pain. This allowed 
for variability in demographic factors such as years of practice and practice contexts. 
Twenty four respondents agreed to be interviewed. Of these 24, 13 were 
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physiotherapists and 11 were OTs. All participants had mixed caseloads and their 
learning needs were not specific to treating patients with low back pain. 
Stathopoulos and Harrison's (2003) stated that a list of all graduates fi^om a 
physiotherapy-focused taught master's programme fi-om a UK university, between 
1996-2001, was obtained, and all graduates who lived within a 50-mile radius were 
contacted to participate in a focus group interview. However no number of the total 
population was given, only that seven graduates volunteered to participate, and fi-om 
these only five actually attended the focus group interview. This is the minimum 
number that Kreuger (1994) recommends for a focus group interview. Lack of detail 
on how this sample was recruited could have produced a biased sample. 
In my study, as described in Chapter 4, interviewees were selected as a stratified 
representative sample fi-om the respondents in the survey, in relation to clinical 
speciality and grade, as shown in Table 5.6. 
3.5.3 Ethical considerations 
Reporting of ethical considerations and approval was variable across the studies 
using interviews. Austin and Graber (2007) were employed as academic staff at the 
University of Illinois at the time of the study, and make clear that their study was 
approved by the University Institutional Board. O'Sullivan's (2003) study was a 
work-based project forming part of her MSc programme, so should have been 
approved through the HEI's Ethics Committee. Also as O'Sullivan is an employee of 
the CSP and it is assumed that as her study was part of a project by the professional 
body, the internal scrutiny mechanisms and quality control within this organisation 
would ensure that appropriate approval processes were followed. Rappolt and 
Tassone (2002) sent letters to the sample to describe the purpose of the study, 
although no explicit ethical approval is reported. The authors were both academics at 
a Canadian University and the research was funded by the University. It was unclear 
in Stathopoulos and Harrison's (2003) study i f the moderator and assistant moderator 
of the focus group interview were the authors of the article. As one of the authors 
was an academic this could have produced a potential power relationship i f the 
academic moderated the focus group and participants were previous students fi-om 
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the programme. The latter may have felt obliged to give positive answers, in order to 
support the provision of academic programmes. 
None of the authors, apart fi-om Rappolt and Tassone (2002) give explicit 
information on how prospective respondents were given information about the 
purpose of their studies, informed consent, anonymity of the respondents, or how the 
interview data would be kept and disposed of following completion of the studies. 
However this is not to imply that these things did not happen. 
3.5.4 Data collection tools 
Three of the studies used individual interviews, and one (Stathopoulos and Harrison 
(2003) used a focus group interview. None of the studies, apart from Rappolt and 
Tassone (2002) provided an interview schedule, nor reported piloting the interview 
nor explained the method of analysis of the qualitative data collected. Austin and 
Graber (2007) reported using an open-ended interview with a pre-planned series of 
questions, including probes for follow-up questions, and that all interviews, which 
lasted between 35 to 90 minutes, were recorded on audiotape and transcribed in full. 
Austin and Graber (2007) addressed issues of trustworthiness of findings (Lincoln 
and Guba, 1985) in relation to credibility, by triangulation of data sources 
(transcripts and a field journal), and confirmability, by member checking, thereby 
increasing confidence that the conclusions drawn were true. O'Sullivan (2003) 
reported using individual interviews, 10 respondents were interviewed in person, and 
10 by telephone. There was limited information on this process, and although the 
author reports using a consistent interview protocol with all participants, this was not 
provided in the published paper, nor was the length of time of the interviews given. 
It is unclear whether the interviews were transcribed verbatim. Rappolt and Tassone 
(2002) used an interview guide with open-ended questions and follow-up probes. 
The interview guide was provided in the article, and had been piloted with hospital 
and community physiotherapists and OTs, although no numbers were given. These 
interviews were tape recorded and transcribed verbatim. 
Stathopoulos and Harrison's (2003) study, which used focus group interview 
technique (Kreuger, 1994; Vaughn et al., 1996), was facilitated by an experienced 
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moderator and an assistant moderator. It was unclear i f these were the authors of the 
article, and it could be suggested that the moderator was the academic supervisor for 
this study and the assistant moderator was the Master's student who was completing 
the research as part of his Master's programme. The methodology is clearly 
described and well supported with appropriate references from research literature. 
The article reports that the study's trustworthiness was assessed against Lincoln and 
Cuba's (1985) criteria, in terms of credibility, transferability, consistency and 
confirmability. Although details addressing credibility, consistency and 
confirmability are directly linked to their study, transferability is not addressed in the 
article. 
3.5.5 Analysis of the data 
There were no common methods of analysis across all 4 studies. Austin and Graber 
(2007) reported using constant comparative methods of analysis of the qualitative 
data as proposed by Patton (2002). O'Sullivan (2003) gave no information on how 
the data from the interviews were analysed, or how the main findings emerged from 
the data. No direct quotes from the interview were given in the article, which could 
cast doubt on the authenticity of the fmdings. Rappolt and Tassone (2002) used the 
NUDIST 4 software package to facilitate the coding and retrieval of interview data, 
and the frill process was clearly described in the article. Stathopoulos and Harrison 
(2003) reported using data analysis particular to focus groups as proposed by 
Vaughn et al. (1996) and Krueger (1994) and the stages of analysis used are clearly 
described in the article. The approach I had taken in analysis of the interview data 
using NVivo 7 is described in Chapter 4, Section 4.8.2. 
3.5.6 CPD activities 
Not all of these studies set out to identify CPD activities. Austin and Graber's 
(2007) study did not set out to do this, but participants did highlight the need for a 
variety of CPD topics, with clinicians with several years of experience believing 
there was lack of advanced courses on specific topic areas; the more experienced 
clinicians becoming more discerning about how they spent their money and used 
their time, and some believed that course descriptions were sometimes insufficient or 
misleading. O'Sullivan (2003) identified that attending courses was the current 
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predominant learning activity for respondents in her study, with the majority 
reporting external courses as the main component of their CPD as they thought they 
would have more recognition than work-based learning. Respondents in her study 
felt that master's and doctorate level study provided academic recognition for formal 
CPD activity and together with the development of the research base and evidence-
based practice, improves the profession's status. Respondents in O'Sullivan's (2003) 
study did not perceive audit and research as part of CPD, although they 
acknowledged their value in relation to evidence-based practice and clinical 
outcomes. The respondents in O'Sullivan's (2003) study also reported poor 
awareness of the contextual issues driving CPD at that time. 
3.5.7 Motivators for CPD 
Austin and Graber (2007) found that the physiotherapy departments that fostered 
CPD had 3 conunon characteristics: regular discussion and planning of CPD 
activities; active involvement of the manager; and CPD was part of the aimual 
appraisal system. O'Sullivan's (2003) study found that all respondents indicated a 
high level of motivation to undertake some type of CPD activity. These motives 
were identified as: to provide high quality services to patients, the desire to leam, 
pride, wanting to be a good role model, and to improve clinical performance. 
Motivation of the respondents in this study was linked to professional responsibility 
and most respondents believed that there should be a balance between their 
individual responsibility to maintain and develop their practice and the support they 
received fi"om their employers. 
The main findings fi-om Stathopoulos and Harrison (2003) were reported as the 
experience of undertaking study at master's level was 'life-changing', 'career-
changing', with this 'massive change' impacting positively on family and social life, 
as well as professional career and clinical practice, and giving a 'huge boost' on their 
confidence. These findings were illustrated with direct quotes from the focus group 
transcript, although these were minimal and could have been due to the word 
limitations from the publisher. Participants articulated being self motivated and self 
driven and developing expertise that was above the level of competence and 
proficiency of graduate physiotherapists, although this was not evidenced from the 
findings, and it was not clear i f this could have been as a result of clinical experience 
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rather than purely academic learning. Panicipants in Stathopoulos and Harrison's 
(2003) reported their wish to stay in clinical practice, and expressed the desire to 
implement the changes that resulted from their learning during the master's 
programme and to develop practice on an individual and organisational level, within 
the clinical context. 
3.5.8 Barriers to CPD 
O'Sullivan (2003) focused her findings around CPD within the context of 
governance and the role of the professional body in physiotherapy, which is perhaps 
not surprising as she is an employee of the latter. Respondents in her study indicated 
that the personal barriers that could affect their ability to commit to CPD related to 
lack of time, the cost of courses and a lack staff cover in the workplace. Respondents 
also reported a lack of personal effort and a lack of ability and skills particularly in 
research, critical appraisal of research, evaluation, and portfolio-keeping. Most 
respondents felt they did not have the skills and knowledge to undertake research and 
audit and although they recognised the need for evidence-based practice, activities 
involving research was often not seen as part of CPD. Some of her respondents felt 
that the newly qualified physiotherapists also had better critical appraisal and 
research skills than they did. Respondents working in small departments identified 
their colleagues' complacency and lack of interest as a barrier, as was a lack of 
learning resources such as library, internet access and relevant journals. Respondents 
in her study regarded patient treatment as their main priority and reported feelings of 
guilt about taking time out from patient care to spend time on CPD activities. 
However they reported that they felt able to justify this i f they perceived the learning 
was relevant to patient care and would result in improved practice. 
Participants in Stathopoulos and Harrison's (2003) study reported that studying for 
the postgraduate degree had given them enhanced specific skills, such as in evidence-
based practice and clinical reasoning, and helped them to 'regain their faith in the 
clinical effectiveness of physiotherapy'. However the authors suggested that the 
workplace seemed to be inadequate in addressing the expectations and using the 
potential of physiotherapists at master's level; and that employers should use the 
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newly acquired skills or risk losing master's graduates to a more rewarding 
environment. 
3.5.9 Summary of interviews 
Austin and Graber's (2007) study highlighted the need to identify the core set of 
variables associated with engaging in CPD and to promote the elements of 
employment environments that foster CPD. However their study does not explore or 
make explicit the relationship between the effects of CPD and the effect on outcomes 
of patient care, whereas O'Sullivan's (2003) study foimd that respondents were 
motivated and committed to CPD by a desire to provide high quality services to 
patients, the desire to learn, wanting to be a good role model and improve 
performance. 
3.6 STUDIES USING MIXED METHODS 
The third group has one longitudinal study (Brennan et al., 2006) that used pre-and 
post-CPD course outcome measures from physiotherapists attending a 2-day CPD 
programme. The other study (Dolcourt et al., 2006) used a 2 phase method of data 
collection of mterviews and a questionnaire survey which followed a CPD 
conference for a range of health professionals. Brennan et al.'s (2006) study 
involved 34 physiotherapists, and treatment outcomes from 1,365 patients. Dolcourt 
et al.'s (2006) study involved 14 doctors and 2 nurses in the interviews and 59 
completed questionnaires. Although physiotherapists were attendees at the 
conference, the number of physiotherapists who had completed and returned the 
questionnaires was not given. Both studies were carried out in the USA, and are 
summarised in Table 3.3. 
3.6.1 Longitudinal study 
Brennan et al.'s (2006) study appeared to follow a quasi-experimental design, 
although this was not explicitly stated. The two purposes of the research are clearly 
stated. Firstly to examine the impact of a CPD intervention provided to a group of 
physiotherapists on the treatment of patients with neck pain. Effectiveness of the 
intervention was based on the clinical outcomes of patients who were treated by 
physiotherapists before and after they attended a 2-day course compared with the 
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clinical outcomes of patients who were treated by physiotherapists who did not 
attend the course. Secondly, they wanted to determine whether those who attended 
the course and participated in an on-going clinical improvement project after 
completion of the programme achieved more improvement in clinical outcome than 
therapists who attended the course but did not participate in the clinical improvement 
programme. 
The 2-day course focused on manual therapy of the spine and exercise interventions; 
using lectures and hands-on practical sessions supported by evidence from the 
literature. Fifty seven physiotherapists from 13 clinics in Utah were invited to 
attend, 34 (59.6%) of which self-selected to attend. Characteristics of those attending 
the course were similar to those who did not, with a frend towards greater years in 
clinical practice (13.3years: 9.4years). Following the course a separate clinical 
improvement project was conducted, with 11 (32.4%) of the 34 therapists attending 
the course volunteering to take part in the project. Those involved in the clinical 
improvement project met once a month and reviewed the techniques taught on the 
course using facilitators and an instructional CD-ROM. Five months f o l l o v ^ g the 
course they also participated in additional small group follow-up, a 4-hour 'hands-
on' instruction session with one of the course tutors. No participants in the study sub-
groups appear to have 'dropped out' of the study. 
Outcome measures for the effectiveness of the course were the clinical outcomes of 
patients who were treated by the attending, or non-attending course participants 
during the year preceding the courses (pre-course period), compared to the outcomes 
in the year following the course (post-course period). There were no differences in 
the characteristics of the patients freated in the pre-and post-course periods. The 
clinical outcomes for the 1,365 patients whose data were included in the analysis did 
not show any significant improvements in clinical outcomes for patients treated by 
the course participants, p values and confidence levels were provided. The authors 
acknowledged that it was not clear whether the lack of effect of the course was due 
to: the inability of the course to change the participants' attitudes; poor adoption of 
the new knowledge into practice; or insufficient skill attainment. 
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However physiotherapists who attended the course and also participated in the 
Clinical Improvement Project showed some improvement in clinical outcomes (p= 
0.04), which could suggest that it was the ongoing interaction and practice of 
techniques with feedback from peers and experienced facilitators, with application of 
new skills in their practice settings that helped to consolidate their learning. As 
treatments took place in a real-world context the authors accept that there wil l have 
been diversity of both physiotherapists and patients, and decisions on treatment 
intervention was left to the individual therapists, that is, there was no standardisation 
of treatment. It is unclear in the article whether there was 'blinding' of the patients 
as to which physiotherapists had attended the CPD programme, or whether they 
knew they were part of the Clinical Improvement Project. There was also a lack of 
information as to whether each patient was treated by the same physiotherapist on 
each occasion. 
Other limitations include non-randomisation of physiotherapists who participated in 
the course. It appears that participants were self-selecting in their attendance on the 
course or not. There was a lack of information on whether the non-participating 
physiotherapists were already skilled in manual therapy techniques and may have 
attended similar CPD courses at a previous time. This could result in selection bias 
which may compromise the validity of the findings. 
3.6.2 Interviews followed by a survey questionnaire 
Dolcourt et al.'s (2006) study using interviews and a questioimaire survey was 
carried out in Utah, USA, with a sample of 506 health staff who attended 'Paediatric 
Grand Rounds'. Although 'grand round' is not a term used in the UK, it is a 
common CPD activity for doctors in USA, Canada, Australia and New Zealand. The 
description from the Dolcourt et al.'s paper matches the conference format common 
in the UK, by including a series of lectures, presentations of research findings, 
updating attendees on diagnosis and treatment, and social interaction. 
The focus of Dolcourt at al.'s (2006) study was to identify, from the learners' 
perspective, the motivators and barriers that influence learners' attendance at a series 
of lectures that took place in the USA during 2002. 506 attendees were recruited as 
an opportunity sample based on their attendance at one or more sessions, 299 (59%) 
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were doctors and the remaining 207 (41%) attendees were other health professionals. 
The study reported having ethical approval. The authors state that four groups of 
potential subjects, totalling 103 attendees, had representation from: retired doctors, 
most frequent attendees, least frequent attendees, and the most frequent non-doctor 
attendees, and members of these four groups were invited by letter to participate in a 
group interview; of the 16 who accepted the invitation, 14 were doctors and 2 were 
nurses. Each group interview involved 1-3 study subjects in face-to-face interviews 
or via a conference call, with 7 interviews in total. No information was given on 
why some were one-to-one interviews, and others in groups of 3, apart from the 
implication that interviews were arranged to accommodate the subjects' availability. 
Each group was asked to identify: their reasons for attending the conference sessions; 
what were the desirable features of the conference; factors motivating attendees; and 
how the conference series met their personal and professional CPD. Following the 
interviews the transcripts were returned for member checking for accuracy. 
The authors identified 14 themes to emerge from the interview data, although no 
information was given on the method of analysis that was used. Of these themes the 
only topics that were discussed and included direct quotes related to: CPD credit for 
licence to practise; content of presentation; entertainment value; and convenience 
factors. These did not appear to demonstrate achievement of the study aims, which 
had been stated as: to identify motivators and barriers to attendance. Findings were 
limited by potential bias, as all volunteers for the interviews were reported as 
frequent attendees and therefore the views of these participants may not adequately 
represent the views of infrequent or non attendees. 
The design of the survey instrument does not appear to have been thoroughly 
planned, nor was it pilot-tested. It consisted of an annual satisfaction questionnaire 
that had 2 extra pre-determined multiple choice questions attached for this study, in 
relation to 'what motivates', and 'what prevents' attendance. Only 59 questionnaires 
were returned (from a potential 506), giving a very low response rate of 11.7%. No 
information was given on the 'typical' response rate to the annual satisfaction survey, 
to know whether the addition of the study questions affected the response rate in any 
way. The main motivators identified by these respondents were: clinically useful 
topics (85%), credit towards CPD (46%), up to date research (27%), and networking 
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(22%). The main barriers were identified as: busy schedule (56%), non-relevant 
topics (44%). Response bias and poor response rate could have affected the validity 
of the results and prevents generalisation of findings, and the questionnaire could not 
be considered a valid or reliable tool. 
3.63 Summary of mixed method studies 
The quality of both these studies appears poor, and results should be interpreted with 
caution. There is lack of information on ethical considerations in both studies, with 
no information in Breiman et al.'s (2006) study on informed consent and whether the 
patients knew they were part of a research study. The latter study appears to be an 
opportunity survey linked to a post course evaluation questionnaire, involving only 2 
additional questions. The very low response rate, could give a biased response, and 
findings from both interviews and survey should be treated with caution. Dolcourt et 
al. (2006) did not report any 'blinding' of patients as to whether they were treated by 
a physiotherapist who had attended the CPD course or not, or whether they were part 
of the Clinical Improvement Project (CIP) or not. It was also unclear i f the same 
physiotherapists treated the same patients on every treatment occasion. 
Interpretation of results should be done with caution as patient outcome measures 
appeared to demonstrate improvement i f patients were treated by physiotherapists 
who had attended the 2-day CPD programme and were part of the CIP. As there was 
no significant improvement in patients treated by participants on the 2-day CPD 
programme (and not part of the CIP) it could be suggested that it was participation in 
the CIP alone that improved patient care. 
3.7 SYSTEMATIC REVIEW 
The fourth group of studies identified one Cochrane Review from a number of health 
professions (O'Brien et al., 2001) which is summarised in Table 3.4. O'Brien at al.'s 
(2001) systematic review, carried out by a team of seven reviewers, included 
randomised control trials (RCTs); non-equivalent group designs (NEGDs), where 
there was a non-random process other than participant choice; and studies that 
evaluated the participation of qualified health professionals. The Cochrane 
Collaboration (2008) is an international organisation which provides independent 
systematically-produced reviews about the effectiveness of health care interventions. 
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Table 3.4 Systematic review from the Cochrane collaboration 
Author, Research Profession Main findings Comments 
year, focus Methodology Study 
country limitations 
O'Brien To assess the Systematic review Thirty-two studies Not updated 
etal. effects of of 32 studies, of were included with a since Nov. 
(2001) educational randomised trials or total of 36 2000, 
meetings on well designed comparisons. The otherwise a 
professional quasi-experimental studies involved 2995 high quality 
practice and studies examining health professionals systematic 
health care the effect of and were judged to be review 
outcomes. R continuing of moderate or high following 
Q: Are education meetings. quality, although Cochrane 
educational Involved 13 to 411 methods were Review 
meetings and health professionals generally poorly protocol. 
workshops (total n= 2995) reported. Interactive 
effective in Two reviewers workshops can result 
improving independently in moderately large 
professionals' applied inclusion changes in 
practice or criteria, assessed professional practice. 
health care the quality of each Didactic sessions 
outcomes? study, and extracted alone are unlikely to 
study data. change professional 
practice. 
A Cochrane Collaboration systematic review is generally accepted as the most robust 
form of evidence for health and social care professionals (Aveyard, 2007, p. 13). The 
protocol ensures that the review process undertaken is systematic by using explicit 
and rigorous methods to identify, critically appraise, and synthesise relevant studies 
in order to answer a predefmed question. The review team do not regard the process 
complete until the search is exhausted, including retrieval of unpublished research or 
data. 
Studies involving only imdergraduate students were excluded from O'Brien et al.'s 
(2001) review. CPD activities included planned educational activities: meetings, 
conferences, didactic and interactive lectures, interactive workshops and seminars, 
symposia and courses away from the practice setting. 
Only studies that reported outcome measures of health professional practice 
behaviour or patient outcomes were included. Two reviewers independently assessed 
the qiiality of each study, which was then assigned a quality rating (high, moderate, 
low protection against bias) based on the following 3 criteria: study design (RCT 
versus NEGD), blinded outcome assessment, and completeness of follow-up. 
45 
Chapter 3 Critical Analysis of the Literature 
However, a limitation of systematic reviews is that studies they include are mainly 
published studies, and those studies where results show a clear benefit are more 
likely to be published. Geddes et al. (1998, p 69), make the point that there is likely 
to be publication bias; in that 'negative studies may be more likely to remain 
unpublished'. Stem and Simes' (1997) study confirms evidence of publication bias. 
Their study involving 748 Canadian studies from 1979-1988, examined the extent to 
which publication was influenced by study outcome, using time for publication as 
their outcome measure. There was a 70% response rate (n = 520), and of the 218 
studies analysed with test of significance, those with positive results of p<0.05, were 
more likely to be published than those with negative results f ^ . l O , with a 
significantly shorter time to publication (median of 4.8 years v 8.0 years). With 
respect to studies where the outcomes were related qualitatively, there was no clear 
evidence of publication bias. 
O'Brien at al. (2001) found the methods used in the studies they reviewed to be 
generally poorly reported; with 7 of the 32 studies scoring high protection against 
bias, 24 only moderate. In 26 of the 30 trials, adequate concealment of allocation 
could not be determined in the published studies. There was adequate blinding of the 
outcome assessment and in the follow-up of health professionals in only half of the 
studies. 
3.8 SUMMARY OF THE CRITICAL REVIEW 
This review has raised issues that have been shown to be researched insufficiently or 
not at all. Because there is little work which presents results closely related to the 
focus in this study, the review was structured in terms of the methods used, and in 
the next chapter. Research Methodology, the strengths and weaknesses identified in 
methodologies in the work reviewed here are taken into account as the research 
design was developed. 
As few studies focused on similar areas of CPD to those involved in this thesis, this 
makes it difficult to make direct comparisons among the literature reviewed. Six 
studies included in this critical review were from outside the UK (Anderson, 2001; 
Austin and Graber, 2007; Brennan et al., 2006; Dolcourt, 2006, Landers, et al., 2005; 
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Rappolt and Tassone, 2002) and because there are significant differences in the 
health systems, CPD requirements, and postgraduate education systems between the 
UK and other countries, the relevance of these studies to physiotherapists in the UK 
is variable. However although not directly transferable there is some information in 
relation to motivators for, and barriers to different types of CPD, and the methods 
used to collect data, that can be extrapolated. 
Existing research has identified a range of CPD activities and strategies that 
physiotherapist engage in, but has not explored how these may change at different 
stages in their careers, in different clinical specialities. The impact of CPD has been 
limited to specific CPD activities, such as masters level study on the individual 
(Stathopoulos and Harrison, 2003), or a 2-day course on patient outcomes (Brennan 
et al., 2006). Motivators of, and barriers to, CPD have been identified using postal 
questionnaires, but not followed up in in-depth interviews to explore in more detail 
the views of individual practitioners. 
Although Beeston et al. (1998) found skills-based courses to be more relevant to 
clinical practice this was not found in Stathopoulos and Harrison's (2003) study 
whose respondents in a focus group expressed preference for courses with a broader 
educational purpose, believing skills-based courses to be too restrictive and narrow. 
Those who had undertaken postgraduate study at diploma, master's and doctorate 
levels saw this as an effective and valuable form of CPD activity that had improved 
their practice. The growth of study at master's level enables physiotherapists to be 
independent learners, lead changes in practice, and develop the research base of the 
profession (Beeston et al., 1998; Stathopoulos, and Harrison, 2003). Whereas 
Stathopoulos and Harrison's participants viewed master's level study positively, 
Beeston et al. (1998) suggested it was an advantage to the unit master's graduates 
worked in, but not necessarily an advantage to the individual. Motivators for CPD 
include maintenance of professional competence, and improving patient care. The 
main barriers are identified as lack of time and funding. 
3.9 IMPLICATIONS FOR RESEARCH 
From this review there are a number of implications for research into physiotherapy 
CPD. Much of the existing research in this review focuses on formal CPD, with skill-
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based courses still appearing to dominate in the UK (Beeston et al., 1998; CSP, 
2006). There is a paucity of research where the respondents identify the ful l range of 
CPD activities that they engage in, information on how often they engage in these 
activities, how they make the choice for one CPD activity rather than another, and 
what impact these activities may have on practice. 
A variety of methods have been used to collect quantitative and qualitative data, with 
almost half of the studies using postal questionnaires and almost another half using 
individual or focus group interviews. Details of the questions asked have been very 
limited in the published articles. The samples in the studies have varied from 5 
(Stathopoulos and Harrison, 2003), to 3,000 (Landers et al., 2005). Details on 
sampling and recruitment of participants in the interviews are patchy. Sample 
numbers and response rates in the postal surveys were more transparent than the 
studies using interviews, with response rates ranging from 11.7% to 66%, with an 
average of 38%. This raises the potential for non-response bias. A number of issues 
have been identified around ethical considerations such as informed consent, and 
lack of reporting of ethical approval for studies. Generally the methods used were 
poorly reported in the published articles. 
As we saw in Chapter 2, UK health policy requires physiotherapists to engage in 
CPD, with the Rules of Professional Conduct identifying that no physiotherapist 
should be practising in an area in which they are not competent (Chartered Society of 
Physiotherapy, 2002b). The Health Act (Department of Health, 2001b) and Healtii 
Professions Council (HPC, 2003) require individual health care practitioners to show 
evidence of having undertaken learning and development and to have applied this to 
practice. This requires each individual physiotherapist to take responsibility for 
his/her own ongoing learning and to provide evidence that they are updating 
knowledge and skills in order to maintain their competence to practice. However, to 
date, research in the UK has been patchy. Research on CPD and physiotherapy has 
taken place in other coimtries, as critically reviewed earlier in this chapter, but the 
relevance of these studies to physiotherapy in the UK is minimal, because of 
differences in the health systems, physiotherapy education, and physiotherapy 
practice. Reviewing the literature not only provided important insights, but also 
helped to identify gaps in research. To date there is littie research that identifies the 
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types of CPD activities which physiotherapists engage in or how individual 
physiotherapists perceive these activities influence their professional practice or 
patient care. One important purpose of this Aesis is therefore to fill a gap in 
knowledge, and provide a better basis for developing appropriate post-registration 
provision. 
In order to do so the follovdng question was formulated as an approach to the issues 
which have been raised in this and the previous chapters: 
3.10 RESEARCH QLESTION 
What is the perceived value of continuing professional development for the 
physiotherapists employed in NHS sites within one Strategic Health Authority? 
3.10.1 Research Aims 
In order to answer the research question the following aims were identified: 
1. To identify the types of CPD activities that physiotherapists engage in, and 
discover i f there are any differences dependent on factors such as: 
qualifications; location; clinical speciality. 
2. To explore the reasons individuals give for why they engage in certain CPD 
activities, and the choices that they make. 
3. To analyse perceptions and beliefs about CPD, personal development, 
professional practice and patient care. 
The intended impact of the research question and aims was to use the findings from 
this study to assist in the planning of post registration provision of CPD in order to 
meet the perceived needs of local physiotherapists. 
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Chapter 4 
- RESEARCH METHODOLOGY -
4.1 INTRODUCTION 
In this chapter 1 discuss the methodological procedures involved in implementing an 
exploratory research study using an interpretive approach with a sequential mixed-
method design; including sampling, ethical considerations, pilot work, data 
collection tools and methods of analysis, and issues of validity, reliability and 
trustworthiness. Although these are presented in apparently successive steps, in 
practice changes and adjustments were necessary as 'real-life' had an impact in many 
stages of the research process as the study evolved. Phase 1 of the study used a 
questionnaire survey, and phase 2 used individual interviews with a stratified 
representative sample of participants from the survey respondents. The two phases 
of the study were interdependent and together provide a more comprehensive picture 
than either would alone (Tashakkori and Teddle, 2003), with analysis of Phase 1 
informing the semi-structured interview schedule of phase 2, and the data from 
Phase 2 being analysed to give more depth to the findings from the questionnaire. 
By using a variety of research methods to collect and analyse the data, this 
triangulation increased the validity of findings (Flick, 2004). Due to the importance 
of ethical considerations of research involving staff" employed in the NHS, this is 
discussed in detail in section 4.5.2: Research Governance. The reader is also 
reminded of the research question and aims stated in 3.9 at the end of Chapter 3, 
Critical Analysis of the Literature. 
4.2 AN INTERPRETIVE APPROACH 
Denzin and Lincoln (2003) remind us that underlying all approaches to research is a 
paradigm, a philosophical position as a means of generating knowledge, which 
directs the methods used to collect and analyse the data. Holloway and Wheeler 
(1996) identify two main philosophical positions, positivism and interpretivism, that 
underpin social research. Traditionally the dominant approach in much of the 
research in physiotherapy has followed the medical field, where research has taken a 
positivist position that involves the testing of a hypothesis and finding causal 
relationships. Parry (1997) suggests research based on positivism has held the 
scientific community together for centuries, with Silverman (1993) also suggesting it 
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has been viewed as having a higher academic status than interpretivism, because of 
the scientific 'facts' it seeks to prove. However the interpretivist approach is more 
appropriate to answer my research question and achieve my research objectives in 
this study as I believe that it is important to explore the views and opinions of the 
participants (Streubert and Carpenter, 1995, p 12) as users of CPD and to focus on 
finding the answers to questions that centre on their individual experience. 
Robson (2002) advises that the development of a framework for interpretive research 
which is designed to understand a topic not previously well studied is more difficult 
and less comprehensive than in positivism which follows a theoretical framework. 
The planned methodology as suggested by Sandelowski (1986) is neither 
prescriptive nor exhaustive but was used as a guide while the researcher remained 
flexible and open to themes that may have emerged from on-going data collection 
and analysis. 
4.2.1 Characteristics of interpretivism 
The generation of knowledge within the interpretive paradigm has much of its 
theoretical support from the interpretivist approach to the understanding of human 
events (Holmes, 1990). Where positivism sees knowledge as 'objective facts', the 
interpretivist approach perceives knowledge as the constructions arising from the 
minds of knowing, conscious and feeling beings. The interpretivist approach allows 
rich descriptive data to be produced and an imderstanding to be gained from the 
subjective perceptions of the participants, which Higgs and Titchen (1995) believe is 
generated through a search for meaning, beliefs and values. The interpretive 
paradigm identifies with the subjects' own meanings by the researcher sharing 
interpretations with the subjects themselves. Research within the interpretive 
paradigm, as used in this study, involves the study of CPD from the perspective of 
the participants under investigation using both qualitative and quantitative methods 
of data collection which provide data that adds to the depth, richness, and complexity 
inherent in topic imder study (Bums and Grove, 1997). These methods are described 
in section 4.7. 
Interpretivism accepts that knowledge of the social world must be achieved by 
immersion in some part of it in order to learn the 'local' language, meanings and 
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rules. There is then the choice of epistemological position as an insider or an 
outsider. Interpretivism involves taking the position of being an insider. Huberman 
and Miles (2002) believe that researchers are an integral part of the research, rather 
than being detached, bringing their own personalities, values and life experience. 
Rubin and Rubin (2005) suggest this subjectivity is a valuable analytical tool which 
assists the researcher to achieve thick and rich description through development of 
empathy and rapport with participants. Silverman (2001, pi8) believes this close 
relationship helps the researcher to engage in the unique experiences of their 
participants, by allowing flexibility and a deeper understanding than quantitative 
approaches can achieve. In this study 1 believe that it is an advantage for the 
researcher to have an inside view in order to share the frame of reference of the 
participants in order to understand the individual's interpretations of their world. 
'The qualitative researcher needs to think through critically the dynamic interaction 
between self and the data occurring during the analysis' (Bums and Grove, 1997, p 
567). During this process of reflexivity the researcher explores personal feelings and 
experiences that may influence the study and integrates this understanding into the 
study (section 4.11). This critical thinking can help the researcher avoid 
misinterpreting the phenomenon as it is being experienced by the individual. 1 
believe my experience as acting as a facilitator of learning in an HEI will assist in 
this. 
As I have insider knowledge of working as a physiotherapist in the NHS for over 20 
years and being involved in CPD activities, together with knowledge of terminology 
used by the participants to express their reality, this insider knowledge could have 
been an advantage in understanding the context from the participants' points of view. 
A disadvantage is that I could have subconsciously imposed my views on the 
participants, or encouraged them to provide the answers they think 1 may want to 
hear. However, the participants should not be considered a vulnerable group, rather 
a group of adults who act autonomously in their professional roles, so it would be 
unlikely that they could have been unknowingly coerced into giving anything other 
than their own opinions and views. 
This research study was carried out within one Workforce Development 
Confederation (WDC) which has contractual arrangements with one HEI. My role 
52 
Chapter 4 Research Methodology 
as the researcher within this context was as a senior lecturer in physiotherapy 
responsible for developing CPD; and also as HEI representative of the CPD and 
Postgraduate Education Network of the Chartered Society of Physiotherapy. This 
position provides the researcher with knowledge of the post-registration CPD 
requirements of physiotherapists with the Health Professions Council, the 
organisation of postgraduate provision in HEIs, and access to a sample of 
physiotherapists in the NHS. 
4.2.2 Critiques of interpretivism 
However, interpretivism is not without its critics, some from within the same 
paradigm. Giddens (cited in Blaikie, 1993, p 110) argues that the central concepts of 
interpretivism: 'intention' 'reason' and 'motives', where only the participants can 
know the 'truth', are potentially misleading in that they imply that social actors 
engage in continuous monitoring of their actions and are aware of the consequences 
of their actions. This means the participants would have conscious knowledge of 
their reasons or motives for choosing the CPD activities they engaged in and that 
they thought about (and reflected) on these prior to being involved in them, whereas 
Giddens argues that it is only when their actions are queried that they will reflect on 
that action. My approach to gathering retrospective data does this. It will encourage 
participants to reflect on their past actions, and particularly in the interviews to 
explore participants' motives relating to their CPD. 
A second point is made by Rex (cited in Blaikie, 1993, pi 11) who argues that social 
scientists should be able 'to give a different and competing account of social actors' 
actions from the actors' own accounts', whereas classic interpretivism says that only 
the participants can know the 'truth'. In my research my analysis of the findings and 
subsequent further literature review may provide alternative explanations of the 
motives behind the accounts of CPD given by the participants. This means the 
events themselves are not changed but the intentions or motives of the participants 
may be interpreted as different to the reasons that the participants give. Issues of 
trustworthiness (Koch, 1994; Krefting, 1991; Guba and Lincohi, 1989) are discussed 
in section 4.9.2. 
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Whereas an interpretive approach allows exploration of developing and emerging 
themes from participant accounts and perspectives, it can be criticised as lacking in 
potential for generalisation, as it is susceptible to researcher (mis-)interpretation, and 
creating a research effect which may impact on the 'reality' being studied. However 
an approach that uses a representation of the population under study may allow 
generalization of interpretivist data, i f views are received from a wide range of 
participants, who are representative of those in different grades, clinical specialties 
and work settings. 
Different types of exploratory design are selected to achieve different outcomes and 
the design strategies and tactics selected depend upon the types of questions asked 
(Robson, 2002). In this study the purpose of the enquiry is exploratory, to add 
knowledge to a previously poorly researched topic, requiring only a small sample, 
and methods for data collection that describe and express the thoughts, perceptions 
and feelings of participants. The quantitative data will provide demographic 
information of the local population and the trends in their thinking about CPD, and 
the qualitative data will allow rich descriptive data to be produced and a deeper 
understanding to be gained from the subjective perceptions of the participants to 
complement the trends identified in the quantitative data. 
43 R E S E A R C H DESIGN 
As appropriateness of methodology is one of the key criteria for good research a 
thorough consideration of the choices of methods in the initial stages of research is 
imperative. A range of methods for the collection of data, including: participant 
observation; analysis of documents such as of CPD portfolios or Professional 
Development Reviews, questionnaires, interviews, and a combination of some of 
these methods were all considered. A longitudinal study of all UK physiotherapists 
over perhaps a 10 year period would have been ideal, as would following a small 
representative group of physiotherapists through 1-3 years of their careers. 
However, for a single researcher working full time while studying part-time for a 
doctoral thesis, such studies which would require data collection over several years 
would not have been feasible. Different types of research design are selected to 
achieve different outcomes and the design strategies and tactics selected depend 
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upon the types of questions asked (Robson, 2002). Given the exploratory nature of 
the research and complex issues under investigation I adopted a sequential mixed-
method research design (Creswell, 2003) on the basis of gathering retrospective data 
from the population of physiotherapists from one Strategic Health Authority (see 
Table 4.3: Sample) using a combination of two methods of data collection: 
questionnaires (Section 4.7.1) and interviews (Section 4.7.2). My decision trail 
taken throughout the research process is illustrated in Table 4.1. 
Table 4.1 Decision Trail in the Research Process 
Identify problem area Frame the research question (Section 3.9) 
Develop a Plan of Work (Appendix I) 
Literature search Develop literature search strategy (Appendix II) 
Critical appraisal of relevant literature (Chapter 3) 
Develop proposal 
Ethical 
Considerations 
Focus area of study (Chapter 1), and explore context 
(Chapter 2) 
Select design and methodology (Chapter 4) 
Ethical Approval: 
University of Durham (Appendix III) 
University in Northern England (Appendix IV) 
NHS LRECs (Appendix V) 
NHS R&D Committees 
Permission from physiotherapy managers 
Participant Information Letter (Appendix VI) 
Informed Consent Form for Interview (Appendix IX) 
Design using a sequential mixed-method (Section 4.3) 
Sample (Section 4.4) 
Develop data collection instruments: 
1. draft survey questiormaire (Section 4.7.1) 
2. individual interview (Section 4.7.2) 
Pilot study Re-design questioimaire (Appendix VII) 
Feedback from pilot interview (example in Appendix X) 
Re-structure interview schedule 
Develop methods 
Begin data collection Survey (Questionnaire: Appendix VII) 
Interviews (Interview schedule: Appendix XI) 
Validate transcripts with participants 
Analyse data 
Further literature 
review 
Make 
recommendations 
Disseminate findings 
Analysis of quantitative data using SPSS vl4 (Section 
4.8.1); (Findings: Chapter 5; Appendices XII-XV) 
Analysis of qualitative data using NVivo 7 (Section 4.8.2; 
Table 4.6); (Findings: Chapter 5; Appendices XVII & 
XVIII) 
Interpretation of findings and discussion with previous 
published literature (Chapter 6) 
Suggestions to inform CPD policy & practice, and develop 
appropriate postgraduate provision (Chapter 7) 
Conference presentations (Johnson, 2007; 2008a; 2008b; 
2008c) Publish research (Johnson, 2008d) 
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The first phase of the study involved a survey, using a self-completion questionnaire 
to collect quantitative data to address the first two research aims (Section 3.10.1). 
The second phase involved individual semi-structured interviews to collect 
qualitative data by exploring the participants' personal views and experiences of 
CPD. This enabled a deeper imderstanding to be gained from the perceptions of the 
participants by collecting qualitative data to address the remaining research aim. By 
choosing to explore perceptions of individual physiotherapists I have made explicit 
my belief that these participants and their opinions are important to the outcomes of 
the study. The quality of my study therefore depends on two things: my competence 
as a researcher in analysing quantitative data from the survey, and in conducting 
interviews to elicit rich data and then analyse the interview transcripts; and the 
participants' capacity to remember, then reflect on and talk about events and thoughts 
which possibly date back several years. 
4.4 S A M P L E 
The purpose of this research was to understand the value of CPD to physiotherapists, 
and as these views will not be evenly distributed in the population a purposive 
sample of all 357 physiotherapists employed in NHS sites within one Strategic Health 
Authority at the time of the study was identified (Wilson, 2004). Table 4.2 identifies 
the Acute and Primary Care Trusts (PCTs) in the Strategic Health Authority (SHA), 
and numbers of physiotherapists employed by each Trust at the time of the survey. 
Table 4.3 shows the grade and clinical specialty of the population as provided by the 
physiotherapy managers. 
The purposive sampling method is one in which the participants have specific 
characteristics and knowledge that would add to the researcher's understanding (Bums 
and Grove, 1997). This technique of sampling may be criticised by positivist 
researchers as the non-random nature of subject selection limits generalisation 
(LoBiondo-Wood and Haber, 1998). However, the purpose of interpretive research is 
to discover meaning, not to measure distribution (Morse, 1991), and Patton (2002) 
suggests that the quality and depth of information obtained by purposive 
sampling is more important than the size of the sample. In my interviews I used a 
purposive sample that was proportionally representative of the respondents in my 
56 
Chapter 4 Research Methodolopv 
survey in relation to clinical specialities and grade of employment (Table 5.6); and 
also had representation across gender, professional education, hours worked, work 
settings, years in clinical specialty and years in present grade (Table 5.7). 
Table 4.2 Physiotherapists employed by SHA (Wilson, 2004) 
Sub Area Acute Trusts Primary Care Number of 
NHS Acute Trust 1 
PCT 1 
PCT2 
PCT 5 
71 
NHS Acute Trust 2 14 
PCT 3 55 
NHS Acute Trust 3 PCT 4 
PCT 6 
PCT 9 
90 
NHS Acute Trust 4 70 
PCT 7 14 
PCT 8 28 
NHS Acute Trust 5 15 
Total 357 
Table 4.3 Physiotherapy population: Grading of post and clinical specialty 
Total number Percentage of total 
Employment grade 
Junior clinician 90 25.2% 
Senior clinician 218 61.1% 
Team leader/manager 49 13.7% 
Total 357 
Clinical specialty 
Musculoskeletal 166 46.7% 
Neurological rehabilitation 60 16.9% 
Care of the elderly 39 10.9% 
Cardiovascular respiratory 35 9.4% 
Other 57 15.9% 
Total 357 
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For the follow up in-depth interviews participants were chosen from participants 
who return the completed questionnaire from the survey in Phase 1, and volunteered 
to be contacted for interview. From the 57 volunteers a stratified representative 
sample of 22 participants was chosen, to be representative of grade, clinical 
speciality and work setting (Tables 5.2 and 5.6). This niunber was manageable for a 
single researcher who is also employed full-time. 
4.5 ETHICAL CONSIDERATIONS AND APPROVAL 
Inherent in all research is the demand for the protection of the rights and welfare of 
human subjects (Currier, 1990; LoBiondo-Wood and Haber, 1998). Research 
requires honesty and all disciplines have a responsibility to protect the integrity of 
scientific knowledge (Bums and Grove, 1997). This study was conducted ethically 
from a professional, academic and moral standpoint. The researcher followed the 
Rules of Professional Conduct of the Chartered Society of Physiotherapy and advice 
on the ethical and legal considerations involved when research is undertaken (CSP, 
2002a) and the requirements of the University of Durham on its research students. 
4.5.1 Ethical issues 
A basic ethical principle governing data collection is that no harm should come to 
the respondents as a result of their participation in the research (Oppenheim, 1998). 
The principles which underpin the ethical code for this study include full disclosure 
of the purpose of the study; restricted access of any data collected during the study; 
the right to volunteer to participate or not, without any reward or penalty; the right to 
withdraw from the study at any time; the right of privacy for individuals or 
organisations in the writing up of the thesis (Appendices VI & DC). The right of 
privacy includes anonymity and protection of identity, but the right of confidentiality 
cannot be guaranteed as by its very essence qualitative methods require the use of 
verbatim passages from interview transcripts to verify the fmdings. Anonymity of 
respondents and confidentiality of information was respected with access to the 
audio taped interviews, complete interview transcripts and field notes being limited 
to the author and academic supervisor (Table 4.4). All data collected were 
documented, stored on computer disc, kept confidential and in a secure place. Audio 
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tapes, computer files, interview transcripts and field notes were destroyed on 
successful completion of the thesis. 
Although this study did not involve patients, research governance (Department of 
Health, 2001a; 2003a) required gaining the necessary approval in order to access 
physiotherapy staff to act as participants. My study required MREC approval for 
NHS Acute & Primary Care Trusts covered by the local Strategic Health Authority 
(SHA) from 3 Local Research Ethics Conmiittees (LRECs) (Appendix Vc); ethical 
approval from the University of Durham (Appendix HI), as I was a student on an 
EdD programme; from my employer (Appendix IV); and approval from the 
Research & Development Committees for 5 NHS Acute Trusts and 7 PCTS that 
employed physiotherapists. The latter involved separate ethical approval forms, 
many required setting up honorary contracts (examples in Appendix Vd), a number 
of which required completing medical assessments. 
4.5.2 Research Governance and the ethical approval process 
From 1 April 2002, research governance (Department of Health, 2001a; 2003a) has 
required that all research that involves NHS staff must have LREC (Local Research 
Ethics Committee) at each NHS Trust or PCT. The Central Organisation Research 
Ethics Committees (COREC) require all applications to be made on a common 
elecfronic form (Appendix Va). As my study (LREC REC ref no: 04/Q10002/34) 
took place in more than one research site within one domain (a 'domain' is an area 
covered by one SHA) I applied directly to the main LREC, in June 2004. Part C: 
Site-Specific Assessment, of the COREC form (Appendix Va), was sent to the other 
2 LRECs in the SHA. Approval was also required by the Research and Development 
Approval Conmiittees in each Trust and PCT in the SHA (Appendix Vd); and 
permission from physiotherapy managers in each NHS site (Appendix Ve) before 
research could begin. 
One of the most common reasons for rejection of REC applications is failure to 
complete documentation correctly and the content of the participant information 
letter (Central Office for Research Ethics Committees, 2003). In my study I paid 
particular attention to completing the COREC form correctly and appending a 
Protocol (Appendix Va) Participant Information letter (Appendix VI) and 
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Questionnaire (Appendix VII). Although the COREC form overcomes the problems 
of inconsistencies required by different LRECs, it was lengthy and time-consuming 
to complete. In total the whole ethical approval procedure from beginning the 
application to fmal approval from all committees took six months, and this was 
despite the fact that I did not need to make any changes (Appendices Vb). 
Jamrozik (2004) raises concern that the new research ethics paperwork in the form of 
a nationally standardised application form to local research ethics committees seems 
likely to make ethical approval less efficient and more time consuming for 
researchers and ethics committees, suggesting it seems 'we have lost the plot'. He 
also suggests the new form was ill suited to some common types of investigation 
such as analyses of commonly collected data, and qualitative studies using in-depth 
interviews, as in my study. More recently, both Tysome (2007) and Dingwall (2008) 
warn of the effect of excess regulation, with Tysome (2007) suggesting 'Red tape is 
tying up health service studies' (p 6) and cites Sofaer-Bennett (p.7) who informs us 
that a recent submission had involved '250 hours of work, 56 people and 900 sheets 
of paper'. Dingwall (2008) advises that that the ethical regulation in the biomedical 
sciences has become a major threat to research in the humanities and social sciences, 
suggesting that the damage it can do to a democratic society far exceeds any harm 
that research in hiunanities and social sciences is capable of causing to individuals. 
While I totally accept the principle imderlying ethical approval and informed consent 
to prevent the consequences of uru-egulated scientific activity I also believe that 
completing all the necessary documentation for the type of research I conducted did 
seem excessive, as shown in Table 4.4 and changes have been made since that time 
to streamline ethical approval (NRES, 2007). Part C of the REC application form 
has been merged with the national R&D application form. The new form, known as 
the Site-Specific Information (SSI) form, went live on the REC form system in 
January 2007. It will now be used both for applying to local RECs for site-specific 
assessment (SSA) where required, and for applying to NHS R&D offices in England, 
Wales and Scotland. In March 2007 the National Research Ethics Service (NRES) 
was launched. The change in name symbolises the change to a more responsive and 
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robust research ethics review process, and makes a shift away from the concept of a 
system composed of only Research Ethics Committees (RECs) to one of a service 
that will provide robust ethical review to protect the safety, dignity and well being of 
research participants as well as ensuring through the delivery of a professional 
service that it is also able to promote and facilitate ethical research within the NHS. 
The Follet Report, which was set up following the Alder Hey Hospital tragedy, to 
examine University and NHS responsibilities, recommends that honorary contracts 
are set up for University staff carrying out research in NHS premises. Department of 
Health research govemance framework (Department of Health, 2003a) has a 
requirement for honorary contracts in that researchers who do not have a paid 
contract with the NHS but whose research involves NHS staff or patients, must have 
an honorary contract with NHS. 
This can be beneficial so that researchers with honorary contracts are protected by 
NHS indemnity (HSG (96) 48). The NHS ensures that all researchers working on its 
premises with staff, patients or data, are contractually bound to take proper account 
of the NHS duty of care. Only NHS organisations can issue honorary contracts, but 
i f university researchers work across NHS organisations there is no NHS wide 
honorary contract. To avoid the problem of having to obtain many contracts the 
researcher may obtain an honorary contract from the main NHS organisation they are 
working with and then other NHS organisations can be given a copy of that contract 
and ask to send a letter to indicate that they will accept the term of the contract. 
This would have been helpfiil as systems and procedures to comply with the research 
govemance framework at the time of my study varied from Tmst to Trust; with four 
Acute NHS Tmsts requiring me to sign their own honorary contracts, and one 
honorary contract was accepted across all PCTs (examples are provided in Appendix 
Vd). 
4.6 R E C R U I T M E N T O F PARTICIPANTS 
4.6.1 Recruitment for survey 
All participants in the main study were provided with a Participant Information letter 
(Appendix VI), attached to the Questionnaire (Appendix VII). I gave these to the 
Physiotherapy manager in each site for distribution to each individual 
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physiotherapist employed there. Respondents were given 4 weeks in which to 
complete and return the questionnaire to the internal post drop box in each staff 
room. 
4.6.2 Recruitment for interviews 
Participants from phase 1 were invited to volunteer for the individual semi-structured 
interviews by completing a Contact Details form (Appendix VIII), sent with the 
questionnaire. This included their personal contact details and was returned to the 
researcher via the drop-box, in a separate envelope to their questionnaire, in order to 
maintain anonymity of their questionnaire responses. A quota non-probability 
sampling strategy was used for the interviews where I identified the various strata of 
the survey respondents from the demographical information from the survey, and 
ensured that all these strata were proportionately represented within the sample to 
increase its representativeness (see Figures 5.2 and 5.6). This was an advantage in 
that specific sub-groups are represented in proportion to their appearance in the 
participant population, for example in relation to clinical speciality and grade. 
However, the disadvantage is that the procedure is more complex than simple 
random sampling and requires a greater effort in defming strata and identifying 
population components of each (Black, 1999). 
This phase involved 22 participants, which figure was considered feasible in the time 
available for an individual researcher, following a part-time course, while working 
full-time. Participants were requested to read and sign the Consent Form for 
Interview (Appendix DC) prior to their individual interview. Participants in the 
interviews were willing volunteers who could choose the time and place of their 
interview. 
4.7 DATA C O L L E C T I O N INTRUMENTS 
Designing the instruments of data collection was assisted by pilot work which 
allowed me to identify problems in the procedure for collecting, recording and 
analysing the data. Pilot work is crucial to the smooth running of a research study 
(Domholdt, 1993), with Oppenheim (1998) suggesting that nothing should be taken 
for granted, for anything that can go wrong 'will go wrong'. 
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4.7.1 Phase 1. Survey: self-completion questionnaire 
Following approval the draft questionnaire was piloted with 10 academic colleagues 
who were qualified physiotherapists and also had research experience; they had all 
practised as physiotherapists in the NHS; 3 of them were working in the NHS within 
the previous 12 months. The questionnaire (Appendix VII) was developed in line 
with the suggestions advocated by Edwards et al (2002), Inglesias et al (2002) and 
Oppenheim (1998). Piloting and feedback enabled me to make necessary changes to 
improve the questionnaire design and clarity of instruction prior to the main survey. 
The four-page length, exclusive of Participant Information Letter (Appendix VI) and 
Contact Details sheet (VIII) for interviews in phase 2, was considered appropriate to 
provide information to meet the outcomes of the study, whilst not being so long that 
it would prevent respondents from completing it. It was found to take the 
respondents in the pilot no longer than 15 minutes to complete. 
Self completion questionnaires allow participants to be honest in their answers by 
feeling confident in their anonymity (Bryman, 2004), although the question of social 
desirability raised in Chapter 3 has still to be borne in mind and answers may be 
limited by the choice of available responses or by the offered space for additional 
information. The final version of the questionnaire consisted of a series of closed 
questions with a choice of predetermined answers, including 'other, please state' to 
capture alternative views The questionnaire (Appendix VII) had 4 sections: the first 
part of the questionnaire was constructed to collect biographical data, including 
length of time as a physiotherapist, work setting, present grade, academic 
qualifications; the second section collected information on the type of CPD activities 
that the person engaged in and the amount of engagement in the previous month; the 
third section consisted of 2 item pools of individual statements, using 2 separate 5-
point Likert response format questions, where the participants were asked to indicate 
the extent to which they agreed or disagreed with 13 items relating to reasons for 
engaging with CPD activities; and 14 items, relating to barriers to CPD, where SD = 
strongly disagree D= disagree, N/0= no opinion, A = agree, and A = strongly agree 
(scores are summed to give a comp)osite measure of attitudes); and the fourth section 
had open questions relating to prioritising the participant's CPD activities and 
64 
Chapter 4 Research MethodoiofiV 
offering the opportunity for additional comments. All comments were transcribed 
verbatim and reviewed to identify themes and sub themes. 
Postal questionnaires are widely used as a relatively inexpensive method to collect 
data in health research Bryman, 2004). However non-response reduces the effective 
sample size (Inglesias and Torgeson, 2000; Jacoby, 1990; Nakai et al, 1995) and can 
introduce bias, where a low response rate means that it cannot be claimed that non-
responders would have the same opinions as responders. Lee (2007) also suggests 
the minimum response rate of a survey acceptable for publication is 65%. The 
results of Edwards et al.'s (2002) systematic review aimed to identify effective 
strategies to increase response rates to postal questioimaires. 372 trials were 
evaluated and 98 different ways of increasing response rates to postal questionnaires 
were found, with response rate reduced when participants are offered the opportunity 
to opt out of the study. Their review found several ways to increase response rates 
which involve: contacting the respondents before sending the questionnaire; sending 
questionnaire by first class post or recorded delivery; providing a stamped addressed 
envelope; questionnaires and letters should be made personal, and kept short; 
incentives should be offered (suggesting a small amount of money was the preferable 
option); and one or more reminders should be sent with a copy of the questionnaire 
to those who do not reply. 
However due to research govemance, views from members of Local Research Ethics 
Conmiittees and managing an unfimded project, many of these suggestions were 
impossible. Participants must be allowed to opt out of research; I only had indirect 
access to the sample through managers; and postal costs had to be kept to a 
minimum. Nevertheless, although response rates are important, the quality of the 
responses is also important in that retumed questionnaires with answers to some 
questions missing or incorrectly filled in, can have the same effect as a poor response 
rate. Iglesias et al (2002) suggest that attention should be given to factors that 
improve the quality of responses which were in the survey design and content of 
questionnaire and piloting. 
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4.7.1.1 Survey procedure 
Questionnaires (Appendix VII) and explanatory Participant Information letters 
(Appendix VI) were distributed via physiotherapy managers in all sites in the SHA 
that employed physiotherapists. The managers were requested to arrange for the 
questionnaires to be forwarded to the individual physiotherapists in the workplace. 
Following anonymous completion the questionnaires were to be placed in sealed 
envelopes and 'posted' in a drop-box located in the staff room of each site, which I 
then collected three weeks later. Contact details (Appendix VIII) for those 
volunteering to be interviewed were to be placed in sealed envelopes separate to 
their completed questionnaire to maintain anonymity of their responses. 
4.7.2 Phase 2. Semi-structured interview 
In order to generate meaning using an interpretive method a data collection process 
which facilitates participant accounts of the topic is necessary. Interviews are a 
common form of data collection in an interpretive approach, and allow an in-depth 
exploration of feelings, beliefs and values (HoUoway and Wheeler, 1996). According 
to a positivist approach, interview data gives us access to facts, the primary issue is 
to generate data which are valid and reliable, through random selection of interview 
sample and administration of standard questions with multiple choice answers that 
can be readily tabulated. Structured interviews are used in this approach. On the 
other hand, an exploratory approach views interviewees as experiencing subjects 
who actively construct their social worlds (Silverman 1993, p 90). The primary issue 
is to generate data which give an authentic insight into people's experiences. The 
main ways to achieve this are semi-structured, open-ended interviews usually based 
on prior observation. 
4.7.2.1 Interview procedure 
Interviews were conducted between Jime and September 2004, in the participants' or 
researcher's workplace. The use of different types of questions helped to gain access 
to different types of knowledge and perspectives. A number of strategies, including 
summarising responses and initial interpretation, fiilfiUed the function of a "within-
method-triangulation" (Flick 2004, p. 179). 
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The questions of the interview guide itself focused on several main topic areas. The 
semi-structured interview guide was piloted in 2 interviews with physiotherapists, 
and the functioning of recording equipment checked. Feedback from the pilot 
interview (Appendix X) was used to refme the interview schedule. Only minimal 
changes were necessary in that the order of introducing topic areas changed to 
encourage the respondents to describe their CPD as a journey throughout their 
careers from first employment to present day (Appendix XI). Questions then 
followed on from the interviewee's response to the initial question in each topic area, 
which guaranteed a subject-oriented procedure. Marshall and Rossman (1999, pi 10) 
advise that 'Interviewers should have superb listening skills and be skilfixl at personal 
interaction, question framing and gentle probing for elaboration.' I was able to 
fiuther develop these skills from my experience in clinical practice and as a senior 
lecturer. All interviews took place in a quiet room and were recorded using a 
portable audio cassette recorder with built-in microphone. The average length of the 
interviews was approximately 60 minutes. The participants generally provided me 
with open and detailed information in response to my questions, fully describing 
their memories of their CPD experiences and present views about CPD. 
Table 4.5 shows the audit trail (Koch, 1994) of tools used in the collection and 
analysis of interview data, which allows others to follow and audit the process of 
gathering qualitative material within a study and the researcher's thinking and 
conclusions about the data. After recording, copies of the tapes were made and 
stored separately from the originals. Only I had access to the tapes and they were 
destroyed on completion of the study. Full transcripts of the audio tapes were made 
and again stored securely. Following each interview I also wrote down my overall 
impression of the interview and noted any external influences that may have had an 
impact. 
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Table 4.5: Audit Trail of Interview Data 
Tools Process 
Pilot Audio tape recording of interview, 
transcripts & field notes 
Audio tape recordings of ful l interviews 
Interviews Copies of tapes made, to be wiped clean at end of study. In 
order to protect the anonymity of participants all contact details 
are for the eyes of the researcher only 
As described in Consent Form for Interview (Appendix EX), 
Audio Tapes these were for the ears of the researcher only and wi l l be 
destroyed following successful completion of the thesis. 
Interview transcripts 
& field notes 
Initial analysis 
Sorting 
In order to protect the anonymity of participants these are for 
the eyes of the researcher and academic supervisor only, and 
wil l be destroyed on successful completion of the thesis. 
Coding qualitative data involves identifying recurrent words, 
concepts or themes, using Nvivo 7. Rough analysis to be 
destroyed 
Sub-categories => categories => main themes (Appendix XIX) 
Publication of 
findings 
In the writing of the thesis, verbatim quotes wi l l be used firom 
transcripts but wi l l be written so as not to indicate the identity 
of participants or their NHS organisation. 
4.8 DATA ANALYSIS 
4.8.1 Analysis of quantitative data from the survey 
The data were analysed using the computer software Statistical Package for the 
Social Sciences (SPSS) Version 14 for Windows, a comprehensive tool for 
managing, analysing and displaying data (Bryman and Cramer, 2005; Coakes and 
Steed, 2006; Cohnan, 2006; Field, 2005; Green et al, 2003; Muijs, 2004). 
Descriptive statistics and cross tabulation were used to identify the type and 
frequency of CPD activities. Frequency distributions were reported in percentages 
with the differences between groups studied by means of non-parametric tests. Chi-
squared test were used to examine the association between the groups of nominal 
data. The level of significance was set at 5% and confidence intervals at 95%. 
Factor analysis was carried out to examine the Likert scale responses for separate 
dimensions, using the Principal Component method with Varimax rotation (Field, 
2005; Green et al, 2003). 
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Principal Comjwnent Analysis is method of factor analysis used as a data-reduction 
technique which examines data to try to identify clusters of related variables (Muijs, 
2004). Each such cluster, or component, consists of variables that correlate more 
highly among themselves than they do with variables outside the cluster, the extent 
of this clustering is measured by an index called an eigenvalue (Field, 2005). The 
purpose of the Principal Component Analysis in this study was to discover i f there 
was a single dimension or multiple dimensions underlying the 15 items relating to 
reasons for engaging with CPD, and the 14 items relating to barriers to CPD. 
Eigenvalues were used in deciding how many factors should be used in analysis. 
One criterion in factor analysis is to retain all factors that have eigenvalues greater 
than 1; this criterion is the default option in SPSS, but it may not always yield 
accurate results. Another criterion is to examine the plot of the eigenvalues, also 
known as the scree plot test (Appendix XV) , and to retain all factors with 
eigenvalues in the sharp descent part of the plot before the eigenvalues start to level 
off. This criterion yields accurate results more frequently than the eigenvalue-
greater-than-1 criterion (Green et al, 2003). The proportion of variance accounted 
for by each of the rotated factors indicated the relative importance of each 
component (Tables 5.10 and 5.15). SPSS reports these statistics in 'Total Variance 
Explained' 
A Friedman ranks test for nonparametric data was used to test for differences in 
ranking of Principal Components across all respondents, and between respondents 
from different clinical specialties, grades, work settings, gender, and educational 
qualifications. 
Reliability analysis of the two Likert scales was carried out using the Cronbach's 
Alpha test to assess the internal consistency of the scales (Field, 2005). I was not 
able to do a test-retest of the questionnaire by resending to the questionnaire to the 
same respondents at a later date to check the reliability of the questionnaire. 
4.8.2 Analysis of qualitative data from the interviews 
Within the survey in phase 1 of the study, it was easy to lose detailed meaning when 
asking participants to convert their responses into ordinal and nominal data. 
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However the in-depth interviews allowed me to collect data in the form of the 
participants' own words, and the intent of analysis was to organise the data into 
meaningful interpretations that identify patterns or commonalties by inference from 
the examination of specific instances or events (Streubert and Carpenter, 1995). The 
interviews focused on the subjective experience of the participants studied (Robson, 
2002, page 195), and it was important to fmd out how they describe their experience 
of CPD, how they understand and describe what has happened to them from their 
own point of view. A l l interviews were transcribed verbatim. 
Collecting and analyzing this unstructured information can be messy and time 
consuming to handle using manual methods, while fmding themes and extracting 
meaning can be a daunting task. There are many approaches to analysing qualitative 
data. Tesch (1990) produced a typology of 26 approaches, and a number of 
frameworks for analysing data from interviews, such as thematic content analysis 
(Bumard, 1991; 1994), or matrix-based 'analysis method framework' (Ritchie and 
Spencer, 2002), which classifies and organises data according to key themes, 
concepts and emergent categories that emerge from the data. 
I had previously been comfortable in analysing other qualitative data, using my skills 
of thematic content analysis (Bumard, 1991; 1994). However the most 1 had 
previously handled was 6 individual interviews in one study, and 3 focus group 
interviews in another. NVivo software enabled me to manage, shape and make sense 
of this information, relatively quickly and easily (Richards, 2005). I was also keen 
to be challenged in my doctoral studies and to learn new approaches to analysis, so 
enrolled on an NVivo workshop and set about using this packf^e to manage the data 
from 22 interview transcripts and field notes. 
The interview transcripts in this study were therefore analysed using QSR 
International's NVivo qualitative data analysis software, version 7 (QSR 
International, 2006). Although NVivo 7 software helped to manage, shape and make 
sense of unstructured information, it is not capable of doing the process of 
interpretation for the user. With purpose built tools for classifying, sorting and 
arranging information, qualitative research software can give the researcher more 
time to interpret their data and discover patterns, identify themes, glean insight and 
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develop meaningful conclusions, that otherwise could have become overwhelming 
employing previously used 'cut and paste' methods. The advantages of using NVivo 
were that it reduces problems in managing large amounts of paper produced by 
alternative 'cut and paste' methods, it is relatively easy to code and re-code the data; 
and it keeps a track of the stages in the analysis process of the interview transcripts 
(Table 4.6). 
Table 4.6 The process of analysing the interview transcripts 
stage Analysis using NVivo 7, 
1 Field notes during and immediately following interviews, plus researchers initial 
ideas about possible emerging categories. 
2 
Project set up in NVivo 7 
Set up participant Attributes and attribute values eg gender: male, female; clinical 
speciality: musculoskeletal, neurorehabilitation, respiratory, care of the elderly. 
3 
Import Sources 
Under Sources, created a document folder called Interviews and imported verbatim 
interview transcripts into this folder. On import, enabled NVivo to automatically 
create a Case for each transcript. Case properties given in relation to attribute 
values 
4 
Code transcripts 
Read and reflect on interview transcripts. Create and code at nodes as themes 
emerge. For example create tree nodes, to gather participant's perceptions of CPD, 
reasons they give for engaging with their choice of CPD activities; and create free 
nodes for emerging themes (Appendix XEX). 
5 
Explore nodes 
Open nodes to read and reflect on all the material gathered there. Create new nodes 
and 'code on' to capture ideas that arose fi-om the data. 
6 
Writing up of findings 
Select verbatim examples of data that are saved under main categories which offer a 
commentary that links the examples together, and uses the participants own words 
to illustrate their meaning (Chapter 5). There is constant referral to the original 
transcripts to maintain the original meaning and context. 
However this does not eliminate the process of interpretation; and the researcher 
classifies and organises data according to key themes, concepts and categories that 
emerge from the data coding. These evolve and are refined through familiarisation 
with the raw data and coding at nodes (Appendix XIX). 
Coding is a way of expressing interpretation, and in order to facilitate this, I needed 
to develop insights into the current views of practitioners of CPD, by exploring the 
reasons participants engaged in particular CPD activities, the barriers and the extent 
to which these activities would have an impact on the individual, the service and the 
patient. An initial coding frame of main code headings was drawn up based on the 
71 
Chapter 4 Research Methodology 
main findings from survey. Following initial coding of the 22 transcripts 29 free 
nodes were produced; 9 parent tree nodes, with 77 child nodes, and 3 grandchildren. 
The nodes were reduced mainly by 'merging' free nodes with tree nodes of 
same/similar name. Further tree nodes were reduced where content was similar and 
had been coded at more than one node (Appendix XDC). 
4.9 MAINTAINING Q U A L I T Y AND A C C U R A C Y O F D A T A 
When undertaking research it is important to assess the quality of one's own study, 
which can be assessed throughout the research process in relation to the 
appropriateness, justification and transparency of the procedures which have been 
followed. By carrying out a study based on the collection of retrospective data the 
quality of my study depended on both the respondents' capacity to remember, reflect 
on and talk about events and thoughts, sometimes dating back to over 30 years, in 
addition to the researcher's competence in conducting interviews and eliciting data, 
and in analysing both quantitative and qualitative data. The next section describes 
validity and reliability of the questionnaire data and trustworthiness of the interview 
data. 
4.9.1 Determining validity and reliability of the quantitative data 
In research terms, validity refers to the accuracy and truth of the data and findings 
that are produced. It refers to the concepts that are being investigated; the people or 
objects that are being studied; the methods by which data are collected; and the 
findings that are produced. In designing the questionnaire a number of tasks were 
required, in order to control extraneous variables, throughout the development, 
adminisfration and data recording stages of the design (Black, 1999). The rigorous 
ethical approval process, including independent evaluation from experts from the 
various Research and Development Committees which evaluated the scientific 
quality of the study, helped ensure the face validity of the questionnaire, that is, the 
extent to which the questionnaire appeared to others to be measuring what it claims 
to measure. Content validity is similar to face validity except that the researcher 
deliberately targets individuals acknowledged to be experts in the topic area to give 
their views on the validity of the measure. Principal Component Analysis 
technique was used as a statistical validation tool to precisely reduce the number of 
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variables by detecting structure in relationships between variables and therefore 
classifying a number of variables by a single factor. Piloting the questionnaire with a 
group representative of the population under study ensured the questions were 
interpreted by the participants as the researcher intended, and therefore also 
contributed to content validity. Also by using a variety of research methods to 
collect and analyse the data, this triangulation increased the validity of findings 
(Flick, 2004). 
External validity refers to the degree to which the findings of a study are 
generalisable beyond the inunediate study sample and setting to similar samples and 
settings elsewhere. My study involved collecting the views from a wide range of 
physiotherapists in different grades, clinical specialties and work settings in the 
NHS, who are representative of the population under study, that is, the Trusts 
described in my account of the sampling procedure. In another research project 
investigating physiotherapists in England (CSP, 2006), the population sampled had a 
make-up very similar to mine, (these similarities are discussed further in Chapter 6) 
and this suggests that the Trusts I sampled are representative of others in England. 
Therefore there is the potential that my findings can represent the views of 
physiotherapists in other SHAs across the country. There may be reservations in 
generalising to SHAs in Scotland, Wales and Northern Ireland as their health and 
education policies are different to those in England. Caution would also be necessary 
in applying fmdings to physiotherapists employed in the non-NHS envirorunents, 
such as independent, social services, and voluntary sectors, as they may have 
different CPD needs and requirements. 
Reliability is concerned with the consistency and dependability of a measuring 
instrument, that is, it is an indication of the degree to which it gives the same 
answers over time, across similar groups and irrespective of who administers it. A 
reliable measuring instrument wil l always give the same result on different occasions 
assuming that what is being measured has not changed during the intervening period. 
A number of techniques can be used to ensiu^ e the reliability of a measuring 
instrument such as an attitude questionnaire; these include test-retest, split-half and 
alternate forms. There are also statistical tests that can be used to assess reliability 
such as Cronbach Alpha test, a commonly used measure of scale reliability, based on 
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inter-item correlation, which also provides information about the relationships 
between individual items in the scale. 
Following identification of factors through Principal Component Analysis I used the 
Cronbach Alpha test to determine the extent to which the items in my Likert 
response-format questions were related to each other, which gave an overall index of 
the repeatability or internal consistency of the scale as a whole, and enabled me to 
identify problem items that should be excluded from the scale. 
4.9.2 Determining trustworthiness of the qualitative data 
A major debate hinges on the issues of validity in qualitative research (Angen, 
2000). The demonstration of trustworthiness of one's research is an aim of all 
studies. Reaching this goal can become problematic due to the debate about what it 
means to do valid research in the fields of qualitative inquiry. Leininger (1992) 
argues that qualitative methods are often only accepted as an exploratory approach 
prior to validation by quantitative methods. 
To establish 'trustworthiness' in qualitative inquiry Lincoln and Guba (1985) 
propose alternative criteria to internal validity, external validity, reliability and 
objectivity, and suggest they are replaced by credibility, transferability, 
dependability and confirmability. Koch (1994) also uses these four criteria and 
argues that 'trustworthiness' can be established i f the reader is able to audit the 
researcher's actions throughout the study. Credibility and confirmability can be 
verified when the reader recognises the situation described by a study as being 
closely related to their own experience; in this case through member checking of 
transcripts. Bloor and Taraborrelli (1994) also believe member checking is valuable 
for guarding against researcher bias. 
My study achieved dependability by providing a clear accotmt of the research 
process (Table 4.1) to allow others to follow my thinking, an audit trail of interview 
data (Table 4.5) and the stages involved in analysing the interview franscripts (Table 
4.6); and thus demonstrate whether the fmdings are dependable. Transferability, 
which is equivalent to external validity is achieved i f the findings 'fit' contexts 
beyond the immediate study situation. In order to transfer the fmdings elsewhere. 
74 
Chapter 4 Research Methodology 
readers need sufficient information to be able to assess the extent to which a specific 
research setting is similar to other settings. This is achieved here by having a 
stratified representative sample of interviewees across employment grade and 
clinical specialty. 
In order to increase trustworthiness (Guba and Lincoln, 1989; Koch, 1994; Krefling, 
1991) and give the reader confidence in the findings I confirmed with participants 
that the interview transcripts were a true record of the individual interviews; and also 
verified the emerging themes by the use of verbatim quotations from the interview 
transcripts in order to maintain context. 
4.10 Limitations of the study 
It is possible that some respondents were strongly motivated (or not) by the topic or 
questions and this may have skewed not only the responses but also response rates. 
Physiotherapists who pursue CPD may be more likely to have responded to the 
questionnaire. Likewise those who were unhappy or disagreed with CPD 
requirements may have been more likely to have answered the questionnaire. 
Finally, the motivational questions were attitudinal in nature and represent only a 
point in time, and therefore they could be subject to change. 
The survey achieved an average response rate for a postal questionnaire, and there is 
no reason to believe that this population differs significantly from other regions in 
the UK, as seen when compared with the CSP (2006) survey. However it cannot be 
claimed that non-responders would have had the same opinions as responders 
(Bryman, 2004). An alternative method of sampling would have been to write to 
each NHS Trust asking for names and addresses of every physiotherapist it 
employed. However it was anticipated that not every Trust would have complied, 
creating sampling error that would be difficult to interpret. 
Another limitation was use of mainly closed questions which may have led to 
differing interpretations by the respondents, or required them to pick only one of the 
answers offered. In regard to the Likert scales and the interval graduations used, the 
categories presented may not have been representative of their desired response so 
that they had to choose the closest approximation (Brunier and Graydon, 1996). 
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Also the reliability of the questionnaire was not tested for test-retest reliability, only 
for internal consistency. 
Finally, it is important to explore the ways in which I may have influenced or had an 
effect throughout the research process, and an acknowledgment of the impossibility 
of remaining detached from the subject matter while conducting research. 
Reflexivity allows me to acknowledge my role and the situated nature of my 
research, providing greater transparency and quality in research (Finlay and Gough, 
2003). I acknowledge that all social research involves social interaction, including 
my interaction with the participants. This wil l have included my setting the 
questions in the survey, the participants' responses in completing the questionnaire, 
my questions in the interview, the interviewees' answers, and my follow-up 
questions to explore their responses. In framing the questions in both the survey and 
the interviewees I may have unconsciously 'expected' a certain answer. The 
participants in both phases of the research may also have given what they thought to 
be 'socially' or 'professionally desirable' answers, particularly as they knew from 
the Participant Information Letter (Appendix VI) that their responses were being 
returned to me to read. Even though the majority did not know me personally or 
professionally they were aware that I was also a physiotherapist. 
I cannot be sure that the respondents in the survey would have completed the 
questionnaire with the same answers at a different moment in time. In social research 
there will also be differences with the same researcher on different occasions and 
with different participants. I cannot be sure that on a different occasion with the 
same interviewees I would have asked exactly the same questions in the same way 
and used the same follow-up questions to elicit the same responses in the same 
participants. Although I returned the interview transcripts to the participants for 
verification, there is the possibility that some information could have been lost in the 
transcription process, and although the tapes were thoroughly checked against the 
interview transcripts there were times when the audio recorder did not pick up all the 
words spoken by the interviewee, which may have been important to the topic area. 
In analysing the transcripts there is the potential that I could have coded the same 
data under different headings on a different occasions. Likewise different coders 
could have coded the data in different ways. Also because of the length of time 
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between initial data collection and completion of both phases of analysis I was not 
able to contact all the participants to verify the main research fmdings. 
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Chapter 5 
- R E S E A R C H F I N D I N G S -
5.1 INTRODUCTION 
My study used an exploratory sequential mixed-method design, and the data collection 
tools and methods of analysis have been described in Chapter 4. This chapter presents 
the results of the analysis of both phases of the data collection; using quantitative data 
from the self-completion questionnaires and qualitative data from the individual 
interviews. The main themes to emerge from the analysis are summarised in Figure 5.1. 
The chapter begms with an overview of the sample including demographic information 
of the participants and comparison of the response rate and sample characteristics with 
other published studies. The main research findings from the survey are then presented; 
which are critically discussed in chapter 6 together with existing published literature. In 
presenting the main findings that emerged from the interview data, this allows the 
underlying thoughts from the participants that the questionnaires were unable to 
uncover to be highlighted, using verbatim quotes from the interviewees to illustrate key 
points. 
Figure 5.1 Summary of main findings 
Participants views on CPD 
Priorities in CPD 
Frequency of participation in CPD activities 
Reasons for engaging in CPD 
o Personal values related to improving patient care 
o Development of self through professional practice 
o Academic development 
o Pay and promotion 
Barriers to CPD 
o Poor recognition and reward 
o Inadequate support systems 
o Personal apathy 
o Perceived lack of ability 
o Self doubt V reassurance 
CPD choices 
o Work based learning v external activities 
o Self directed activities v postgraduate study 
o Experiential learning v clinical courses 
o Personal desire v service need 
Outcomes of CPD 
o Improved patient care and service delivery 
o Development of self v benefit to self 
o Resentment from colleagues v sharing knowledge with others 
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5.2 O V E R V I E W O F T H E S U R V E Y 
The questionnaire was designed with two objectives in mind. Firstly, to identify the 
types of CPD activities that physiotherapists engage in, and discover i f there were 
differences dependent on: length of time as a physiotherapist, present clinical 
speciality, length of time in that clinical speciality, present employment grade, length 
of time in that employment grade, academic qualifications, clinical setting and 
gender. Secondly, to identify the reasons individuals give for why they participate in 
certain CPD activities, and the choices that they make. These fmdings were then 
further explored in Uie individual interviews to identify individuals' decisions in 
relation to their CPD activities and the value these activities had on their practice. 
The data were analysed using SPSS v 14, a comprehensive tool for managing, 
analysing and displaying data. Descriptive statistics and cross tabulations were used 
to identify demographics of the sample, the type of CPD activities the respondents 
engaged in and their levels of participation. The first step involved exploring the 
characteristics of the data, and data files were carefully checked for errors in data 
entry: missing data; out of range values were checked using 'Frequencies'; and the 
variables checked for normal distributions. 
Factor analysis was carried out on answers to the two Likert response questions to 
examine the scales for separate dimensions using the Principal Component method 
with Varimax rotation. Reliability analysis of the two Likert scales was carried out 
using the Cronbach's Alpha test, to assess the internal consistency of the scales. 
Analysis of the 13 items relating to reasons for engaging with CPD, and the 14 items 
relating to barriers to CPD revealed three components with eigenvalues exceeding 
unity, in relation to reasons for CPD, and four components in relation to barriers to 
CPD. 
As many of the data were ordinal and were not normally distributed or nominal, non-
parametric tests were carried out. A Friedman ranks test was used to determine 
whether a significant difference existed in the rank order of the Principal 
Components across all respondents; and between respondents from different sub-
groups: clinical specialties, grades, work settings, gender, and educational 
qualifications. Although the chi-square test can be carried out on non-parametric 
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data, analysis using SPSS reported that the expected frequencies were less than 5, 
due to the relatively small numbers in each sub-grouping. This would have resulted 
in a loss of statistical power, meaning the test may fail to detect a genuine effect, and 
therefore these data are not reported. 
5.3 RESPONSE FROM T H E SAMPLE 
The questionnaires were distributed to the population of 357 physiotherapists 
employed in the Strategic Health Authority in November 2004. 140 questionnaires 
were completed and returned via the internal post within each Acute Hospital Trust or 
Primary Care Trust site that employed physiotherapists, giving a 39% response rate. 
The response rate varied across the different Trusts as shown in Table 5.1, ranging 
from 25.7% - 78.6%. 71 questionnaires were returned undelivered due to illness, 
maternity leave, annual leave, and in the case of one hospital, failure to collect. 
Table 5.1 Response rate to questionnaire by Trust 
Trusts Number (%) of 
respondents 
NHS Trust 1 
PCT1 
35/71 (49.3%) 
PCT5 
NHS Trust 2 11/14 (78.6%) 
PCT1 21/55 (38.2%) 
NHS Trust 3 
PCX 6 
29/90 (32.2%) 
PCT9 
NHS Trust 4 18/70 (25.7%) 
PCT8 9/28 (32%) 
PCT7 5/14 (35.7%) 
NHS Trust 5 9/15(60%) 
Total 140/357(39.2%) 
As was pointed out in the discussion of questionnaires and response rates in general 
in Chapter 4, it is possible that in this particular case, some respondents were 
strongly motivated (or not) by the topic or questions and this may have skewed not 
only the responses but also response rates. Physiotherapists who have an active 
interest in CPD may be more likely to have responded to the questionnaire. Likewdse 
those who were unhappy or disagreed with CPD requirements may have been more 
likely to have answered the questionnaire to get their point of view across. Also the 
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motivational questions were attitudinal in nature and represent only one point in 
time; therefore they could be subject to change. 
5.3.1 Respondent characteristics 
The number of years respondents had worked as a physiotherapist varied from 1 
month to 33 years, with a mean of 12.4 years [standard deviation (SD) 9.4]; 33.6% 
had worked for 5 years or less, 28.6% for 6-15 years and 37.9% for 16 years or 
more. In identifying the present clinical specialty of respondents, 18 clinical 
specialties were reported, and these were reduced to 5 categories for analysis: 
musculoskeletal, neurological rehabilitation, care of the older person, cardiovascular 
respiratory and other specialties. The first 4 categories were each used to represent 
similar specialities within physiotherapy practice, the remaining category included 
all of the remaining reported specialties that were not appropriate be included in the 
previous named categories (Appendix XII) . Table 5.2 shows response by clinical 
specialty and grade of post, with participants having worked in their present 
specialty for between 1 month to 30 years (mean of 7.8 years), with 48% for 5 years 
or less, 36% for 6-15 years and 16% for 16 years or more. 
Table 5.2 Respondents by clinical specialty and grading of post 
The percentages in colour are linked to Table 5.6 to demonstrate ttie stratified representative 
sample for ttie interviews. 
Clinical specialty Grading of post 
Number (%) within clinical specialty 
Senior 
Practitioner practitioner Manager 
Total 
(%) of 
total 
Musculoskeletal 19(30%) 39(61.9%) 5 (7.9%) 63 
(45%) 
Neurological rehabilitation 6 (31.6%) 10(52.6%) 3 (15.7%) 19 (13.6%) 
Care of the older people 6 (40%) 7 (46.7%) 2(13.3%) 15 (10.7%) 
Cardiovascular respiratory 5 (45.5%) 5 (45.5%) 1 (9.1%) 11 (7.9%) 
Other specialties 5(15.6%) 22 (68.7%) 5(15.6%) 32 (22.9%) 
Total 41 
(29.3%) 
83 
(59.3%) 
16 
(11.4%) 
140 
100% 
The majority of respondents, 63 (45%), worked in musculoskeletal services, 19 
(13.6%) in neurological rehabilitation, 15 (10.7%) in care of older people, 11 (7.9%) 
in the smallest group, 11 (7.9%), worked in cardiovascular respiratory services, with 
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32 (22.9%) working in the remaining specialties, such as paediatrics, women's 
health, bums and plastics, hand therapy. 
The 11 recorded grades of post included Junior, Senior I I , Senior I , Clinical 
Specialist, Extended Scope Practitioner (ESP), Superintendent I I I , Superintendent I I , 
Superintendent I , District Superintendent and NHS Trust grades'. These grades were 
reduced to 3 categories for analysis (Appendix XIII) . Clinician category included 
junior clinicians and senior clinicians working in rotational posts; senior clinician, 
included those senior clinicians, clinical specialists and extended scope practitioners 
(ESP) employed in a particular clinical speciality; and manager, including team 
leaders at Superintendent I I I grading or above, and physiotherapy managers. 
The distribution of employment grades of the participants in this study was 41 
clinicians (29.3%), 83 senior clinicians (59.3%), and 16 managers (11.4%); and the 
length of time employed at that grade ranged between 1 month to 20 years, (mean of 
4.9 years), with 96 (68.6%) at that grade for 5 years or less, 38 (27.1%) between 6-
15 years and 6 (4.3%) for 16 years or more. 98 (70%) of the respondents were 
employed f i i l l time, 40 (29%) part-time, and 2 (1%) were employed as locums. 
5.3.2 Comparison of respondents with population of physiotherapists in the SHA 
Percentages within each clinical speciality and grade in my sample (Table 5.2) are 
comparable to the overall local population of physiotherapists employed in the SHA 
at the time of the study, as shown in Table 4.3 in Chapter 4. Table 4.3 which shows 
the grade and clinical specialty of the physiotherapy population imder study as 
provided by the local physiotherapy managers: with clinicians at 25.2% (compared 
to 29.3% in my sample), senior clinicians at 61.1% (59.3% in my sample), and 
managers at 13.7% (11.4% in my sample); those working in musculoskeletal at 
46.7% (45% in my sample), neurological rehabilitation at 16.9% (13.6% in my 
sample), care of older people at 10.9% (10.7% in my sample), cardiovascular 
' Agenda for Change grades and post assimilation had not been implemented in the Strategic Health 
Authority at the time of data collection 
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respiratory at 9.4% (7.9% in my sample) and other specialities at 15.9% (22.9% in 
my sample). 
120 (85.7%) of the respondents were female, 20 (14.3%) male, and the distribution 
of gender in relation to clinical speciality is shown in Table 5.3. The greatest 
percentage of male respondents were working in musculoskeletal services (20.6%), 
followed closely by Care of Older People (20%), and the fewest males were working 
in Neurological Rehabilitation (5.3%) and other specialties (3.1%). 
Table 5.3 Distribution of respondents by gender within each clinical specialty 
Gender 
Clinical specialty Number (% ) within clinical specialty 
male Female 
Total 
Musculoskeletal 13 (20.6%) 50 (79.4%) 63 (45%) 
Neurological Rehabilitation 1 (5.3%) 18(94.7%) 19(13.6%) 
Care of older people 3 (20%) 12 (80%) 15 (10.7%) 
Cardiovascular respiratory 2(18.2%) 9(81.8%) 11 (7.9%) 
Other specialties 1 (3.1%) 31 (96.9%) 32 (22.9%) 
Total 20(14.3%) 120 (85.7%) 140(100%) 
Table 5.4 shows the distribution of respondents in the survey in relation to clinical 
speciality and work setting, with 15 (10.7%) respondents employed in primary care 
settings, 75 (53.6%) in secondary care; 35 (25%) in the cormnunity; and 15 (10.7%) 
worked across more than one setting. 
Table 5.4 Distribution of respondents by clinical specialty and work setting 
Clinical specialty Wortt setting Number (% in relation to setting) 
primary care secondary care Community mixed settings 
Musculoskeletal 14 (93.3%) 43 (57.3%) 3 (8.6%) 3 (20%) 
Neurological rehabilitation 0 13(17.3%) 6(17.1%) 0 
Care of older people 0 5 (6.7%) 5 (14.3%) 5 (33.3%) 
Cardiovascular respiratory 0 9 (12.0%) 0 2(13.3%) 
other specialties 1 (6.7%) 5 (6.7%) 21 (60%) 5 (33.3%) 
Total 15(10.7%) 75 (53.6%) 35 (25%) 15(10.7%) 
5.3 J Comparison with samples in other surveys 
Although the 39.2% response rate from the sample in my study was not high, it was 
typical of a postal survey (Edwards et al., 2002), and the demographics were similar 
to the respondents in a larger UK survey carried out by the Chartered Society of 
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Physiotherapy (CSP, 2006) which used a random sample of 5% of their total 
membership. The CSP Survey received 862 (from 1,700) completed questiomiaires 
from practising physiotherapists, giving an overall 50.7% response rate, although 
this varied across the countries, with England the lowest at 46.4%. Table 5.5 
compares the demographic information of my sample to those of the other surveys 
critically analysed in Chapter 3: Critical Analysis of the Literature. Another survey 
of UK physiotherapists by Beeston et al. (1998) which set out to explore the 
perceived barriers to CPD in relation to uptake of higher degrees using a sample of 
213 physiotherapy managers and clinicians, had a better response rate of 66% (142 
from 213). However as discussed in Chapter 3 there was a potential for bias in this 
study, with sample skewed towards managers and to a lesser extent senior clinicians. 
Table 5.5 Comparison of demographic information of samples in surveys 
Demographics My study CSP (2006) Beeston etal (1998) 
Sample (n) 357 1700 213 
Response rate 140 862 142 
39.2% 46.4% (in England) 66% 
Male 14% 12% No information given 
Female 86% 88% No information given 
Diploma 49.3% No information given No information given 
BSc (Hons) 45% No information given 36% (of clinicians) 
Physiotherapy No information given on 
managers 
Masters degree 5.7% 7.8% 9.2% (17.5% of 
managers; 6% of 
senior clinicians) 
Studying for 6.4% 8% 22.5% of managers 
Masters No information on 
clinicians 
Holds or studying 0.7% 0.6% No information given 
for Doctorate 
Full-time 70% 50% No information given 
employment 
Part-time 29% 33% No information given 
Locum 1% 2% No information given 
Clinician 29.3% 24.6% Excluded from sample 
Senior clinician 59.3% 42.2% 71.8% 
Team 11.4% 8.1% 28.2% 
leader/manager 
Primary care 10.7% 18.7% No information given 
settings 
Secondary care 53.6% 35% No information given 
Community 25% 12.4% No information given 
Mixed setting 10.7% 1.9% No information given 
Non NHS settings 0 21.5% 0 
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In the CSP (2006) survey 88% were female, 12% male; this was similar to the 
gender of the respondents in my survey where 86% (120) were female and 14% (20) 
male. 50% of their respondents were employed f i i l l time in the NHS, 33% part-time 
and 2.1% as locums; in my survey 70% were employed full time, 29% part-time and 
2% as locums. In the CSP survey 24.6% were junior or Senior I I clinicians, 42.2% 
were senior clinicians clinical specialists or extended scope practitioners and 8.1% 
team leaders or managers; 29.3% of respondents in my survey were employed as 
junior or Senior I I clinicians, 59.3% as senior clinicians clinical specialists or 
extended scope practitioners and 11.4% as team leaders or managers. In Beeston et 
al.'s (1998) survey 71.8% of respondents were senior clinicians, 28.2% were 
managers, and lower grades of physiotherapists were excluded form the sample. 
18.7% of respondents in the CSP survey were employed in primary care settings, 
35% in secondary care, 12.4% in community and 1.9% in mixed settings; in my 
survey 10.7% were employed in primary care settings, 53.6% in secondary care, 
25% in conmiunity and 10.7% in mixed settings. No information was given as to the 
clinical specialities of the respondents in the CSP (2006) survey or in the Beeston et 
al. (1998) study; neither did the latter study give any information on gender, hours 
worked or employment settings. 
In relation to highest academic qualifications, 69 (49.3%) respondents in my survey 
had a Diploma, having qualified before physiotherapy education became degree 
level qualification in 1992, 63 (45%) had an Honours degree, 8 (5.7%) respondents 
held a Masters degree, 9 (6.4%) were in the process of completing a Masters degree, 
3 were considering beginning a Masters degree in the next 12 months, and 1 
participant (0.7%) was registered on a Doctorate programme. In the CSP (2006) 
survey 7.8% of respondents had a Masters degree and 0.6% had a Doctorate. In 
Beeston et al.'s (1998) survey 9.2% of respondents had a higher degree. 
This demonstrates how comparable my sample is to the samples in other published 
surveys in the UK involving physiotherapists. The samples were very similar in 
relation to gender and academic qualifications. In regard to grade, hours worked and 
work setting although the recorded percentages differed in that my study had a 
higher percentage of senior clinicians, a higher percentage working in full-time 
employment, and a higher percentage of respondents working in secondary care 
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settings, than the CSP survey, the samples were comparable in that each had the 
highest percentage of respondents as senior clinicians, followed by clinicians and the 
lowest percentage in the manager grade. This order was repeated in relation to hours 
worked where both surveys had the highest percentage of respondents employed in 
ful l time posts, followed by part-time posts and the least as locums; and in work 
settings, were both surveys had the highest percentage of respondents working in 
secondary care settings, followed by primary care, followed by community, and the 
lowest percentage working in mixed settings. 
Some of the differences in respondent characteristics between these studies and mine 
could be due to the CSP (2006) survey involving all CSP members (including those 
overseas), whereas my sample only involved physiotherapists employed in the NHS. 
Respondents in the CSP survey include those working in independent, social 
services and voluntary sectors, in addition to those working in the NHS; and as only 
percentages were reported rather than actual numbers this prevents exact comparison 
in percentages of NHS physiotherapists in their study to those percentages in mine, 
which may account for some of the apparent differences. Similarly physiotherapists 
in the CSP survey who were self-employed in private practice and in the independent 
sector where employment grades differ from those in the NHS may have recorded 
themselves as clinicians which may account for the difference in percentages at 
senior clinician grade. 
5.4 SAMPLE F O R T H E INTERVIEWS 
Table 5.6 shows the sample of 22 participants involved in the interviews in relation 
to their clinical speciality and grading. 9 (41%) worked in a musculoskeletal 
specialty, 3 (13.6%) in neurological rehabilitation, 2 (9%) in care of older people, 3 
(13.6%) in cardiovascular respiratory and 5 (23%) in other specialties. 5 (23%) of 
interviewees in my study were employed as junior or Senior I I clinicians, 13 (59%) 
as senior clinicians clinical specialists or extended scope practitioners and 4 (18%) as 
team leaders or managers. Table 5.7 provides detail of the demographical 
information of the interviewees. The length of time they had been employed as 
physiotherapists ranged from 1 month to 32 years, 6 (27%) for 5 years or less, 5 
(23%) for 6-15 years and 11 (50%) for 16 or more years. 4 (18%) had a Master's 
degree, 2 (9%) were on a Master's programme and one (4.55%) was registered on a 
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PhD (Interviewee H). 14 interviewees (63.6%) were employed in secondary care 
settings, 3 (13.6%) in primary care, 3 (13.65) in mixed and 2 (9.1%) in conmiunity 
settings. 
Table 5.6 Stratified representative sample of interviewees In relation to their clinical 
speciality and grade 
The %s in colour am linked to Table 5. 2 to demonstrate stratified representative sample for the interviews 
Grading of post 
Clinical specialty Rotational junior/ Sen I/clinical 
Sen II specialist 
Musculoskeletal 
Team leader/ 
Manager Total 
Interviewee D 
Interviewee Q 
Neurological 
rehabilitation 
Care of elderly 
Cardiovascular 
respiratory 
Other specialty 
Interviewee F 
Interviewee B 
Interviewee N 
Interviewee A 
Interviewee E 
Interviewee H 
Interviewee J 
Interviewee T 
Interviewee V 
Interviewee G 
Interviewee K 
Interviewee U 
Interviewee C 
Interviewee O 
Interviewee P 
Interviewee R 
Interviewee S 9(41%) 
Interviewee I 
Interviewee L 
Interviewee M 
3(13.6%) 
2 (9%) 
3 (13.6%) 
5 (23%) 
Total (%) 5 (23%) 13(59%) 4(18%) 22(100%) 
Table 5.7 Demograpiiical information of the Interviewees 
Interviewee Years in gender education Hrs Work setting Years in Years 
physio. employed specialty in grade 
A 8 male Degree full time Secondary care 4 3 
B 7 female Degree locum Secondary care 5 5 
C 23 female diploma full time Secondary care 14 14 
D 5 female Degree full time Secondary care 3 3 
E 5 female Degree full time Secondary care 3 2 
F 3 female Degree full time mixed <1 3 
G 32 female diploma full time Secondary care 12 2 
H 10 female Degree part time Secondary care 7 4 
I 21 female Masters full time Secondary care 17 3 
J 26 female diploma part time Secondary care 22 3 
K 16 female diploma full time community 5 5 
L 5 male Degree full time Secondary care 4 1 
M 26 female diploma fiill time community 21 11 
N <1 female Degree Ml time mixed <1 <1 
O 17 female diploma full time Secondary care 15 7 
P 26 female Masters fiill time primary care 22 10 
0 3 female Degree full time mixed 2 1 
R 25 female diploma fiill time Secondary care 9 4 
S 12 female Masters full time Secondary care 9 5 
T 14 female diploma full time primary care 9 4 
U 30 female diploma full time primary care 10 10 
V 29 female Masters full time Secondary care 16 5 
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5.4.1 Comparison with samples in other studies using interviews 
In relation to sample size, two other UK studies using interviews with 
physiotherapists were smaller and ranged from 5 in a focus group (Stathopoulos and 
Harrison, 2003) to 20 in individual mterviews (O'SuUivan, 2003). In O'Sullivan's 
study involving 20 participants: 19 (90%) were female (90.9% of the interviewees in 
my study were female); 33.3% worked fiall-time (73% in my study) and 52% (9% in 
my study) worked part-time in the NHS. As in the CSP study, O'Sullivan's sample 
also involved practitioners working outside the NHS so it is difficult to make direct 
comparison of percentages in relation to hours worked. In the O'Sullivan study no 
information was given on clinical speciality, grade, work setting or the academic 
qualification of her interviewees. It is difficult to make further comparisons in 
relation to Stathopoulos and Harrison's (2003) study as no information was given on 
the sample characteristics in their study apart from indicating that the whole sample 
had a Master's degree (18% of interviewees in my study). 
5.4.2 Comparison of sample for interviews with the respondents in the survey 
When Table 5.2 and Table 5.6 are compared this shows how the interviewees were a 
stratified representative sample of the participants who responded in the survey, in 
relation to clinical specialty and grade. Both tables show the response by clinical 
specialty and grade with the percentages highlighted using correspondingly coloured 
font. Table 5.6 shows that 41% of interviewees were working in a musculoskeletal 
specialty (compared with 45% of the survey respondents); 13.6% in neurological 
rehabilitation (the same as in the survey); 9% in care of older people (10.7% in the 
survey); 13.6% in cardiovascular respiratory (7.9% in the survey); and 23% in other 
specialties (22.9% in the survey). In relation to grade: 23% of the interviewees were 
employed as clinicians (compared to 29.3% of the respondents in the survey); 59% 
were senior clinicians (59.3% in the survey); and 18% were team leaders of 
managers (11.4% in the survey). 
5.5 PARTICIPANTS VIEWS ON C P D 
The opinions given by the participants in the interviews on the meaning of CPD had 
some common themes and phrases, relating to, for instance, anything that 
enables you to do your job better' or 'something that you have personal interest in ' 
(Interviewee B). Interviewees described how they viewed CPD as a way in which 
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they ensured that their practice remains up to date: by reading and using evidence 
that other people produce, by looking at best practice within their own area of 
specialty, to ensure that what they deliver is effective for their patients/clients; and to 
meet the standards that the Chartered Society of Physiotherapy, and their patients 
and colleagues would expect. Meeting standards of practice was fi-equently 
mentioned, although more often in relation to the professional body's Standards of 
Professional Practice (CSP, 2005a), rather than those of the regulatory body (HPC, 
2003). Many acknowledged the change in emphasis on CPD, such as: 
I think that it is over perhaps the last 15 years that we have become 
more aware of CPD. (Interviewee G) 
and 
I think as a term it is new to us - even though I think it is something 
we have always done, but it has become much more formalised in the 
last few years. (Interviewee U) 
Key words and phrases in quotations that are related to the issues raised through the 
analysis are emphasised by using italics, as seen above and throughout this chapter. 
The history of the physiotherapy profession and its CPD focus of wanting to improve 
care for patients was strong throughout the responses in the survey and in all the 
interviews, as explained by a team leader working in conmiunity services who had 
26 years experience as a physiotherapist, who also describes the change in emphasis 
of CPD over recent times: 
CPD is very patient orientated, it is very clinical based. It was always 
about being the best physiotherapist you could be for your client, and 
that was something that was strong in our training and something we 
still strive to be. Now the onus has changed that everybody else wants 
to see that we have done it. (Interviewee M) 
Engaging with CPD and evidencing the learning firom CPD activities was said by 
most participants to be a necessity, otherwise some participants believed that 
physiotherapy as a profession would no longer have credibility with service users or 
other health colleagues, with one male interviewee fi-om an Acute Trust with 5 years 
experience suggesting: 
The profession would probably become extinct i f we did not keep up 
our CPD, because we would not have up to date skills, we would not 
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be able to provide up to date treatments and that would mean we 
would not be providing reasonable patient care. (Interviewee L) 
This was supported by another interviewee who had worked in primary care for 10 
years, saying: 
We work in a field that is ever changing, there is new research coming 
out all the time, i f we don't continually update our professional 
development we could be working with techniques that are no longer 
applicable or have been proved not to be effective. So we need to keep 
up to date with things that are changing. (Interviewee P) 
However Interviewee M also suggested that physiotherapists should not always be 
striving for change imless it is better than what they already have: 
CPD is not always about fmding the new; it might be about finding 
that there is nothing new. (Interviewee M) 
The following quote is a good illustration of how the term 'CPD' was described by 
most interviewees, particularly in the early part of their careers; that suggested 
incorporating work based learning activities and also stressed the importance of 
sharing knowledge in order to develop learning in others: 
It (CPD) is everything that you learn throughout your career. It can be 
subconscious learning, your day to day experiences that build up over 
time; or you consciously making the decision to going on more formal 
courses; or spending time with other people, where you want to learn 
aspects of physiotherapy that you don't know so well. You would 
consciously spend time doing those particular tasks or skill. It is not 
only about gaining new knowledge; it is also about taking on more 
responsibility and developing your self. You also have the opportunity 
to pass this knowledge on to those more junior to you. (Interviewee A) 
Many interviewees viewed the present guidelines from the Health Professions 
Coimcil and Chartered Society of Physiotherapy as lacking clarity and detail, and 
that information on how to provide evidence of CPD was still missing, as 
exemplified by: 
We still need information on a structure of what the HPC wants us to 
submit. They need, a way of defining development, and also 
structuring development, and I need to know how that can help me in 
my role. The CSP should provide more guidance for the membership 
and provide a better link between the HPC requirements, KSF 
(Knowledge and skills framework) and Agenda for Change. 
(Interviewee C) 
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After this initial representation of the concepts of CPD and its new emphasis, we can 
now proceed to the analysis of the questiormaire data to see the range and priorities 
reported. 
5.6 CPD A C T I V I T I E S 
The types of CPD activities reported in the questionnaire and identified by 
interviewees were varied and diverse. CPD activities of physiotherapists can 
encompass a range of ongoing learning opportunities including formal and informal 
learning (CSP, 2002a; HPC, 2003). Formal learning can include individual study 
days or longer programmes of study that may lead to an academic award. Informal 
learning can involve discussion at journal clubs, maintaining a CPD Portfolio, or 
work-based learning (WBL) through clinical practice. 
5.6.1 Prioritising CPD activities 
In an open question in the survey, respondents were asked to prioritise their main 
CPD activity and 32 different activities were identified (Appendix XIII) , which were 
reduced into 4 main categories: work based learning (WBL) activities; self-directed 
learning activities; attendance at courses or conferences; and research or audit 
activities. 
It was the response to the open question to prioritise CPD activities and discussion 
with the interviewees that showed the term 'clinical supervision' may have had 
different meanings for different respondents and may account for all 100% of the 
respondents reporting participation as shown in Table 5.8. Some respondents appear 
to have used the term to provide, or receive, mentorship within their team, and others 
to describe supervision of physiotherapy students on practice placements. It is also 
possible that students from the local HEI provider of two pre-registration 
physiotherapy programmes may have been on practice placement the previous 
month, which could account for the reported high percentage of 'clinical 
supervision'. 
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Figure S.2 Bar chart to llluatrate raapondents' prioritising thair own CPD raquiremants 
30%-
25%-
a 15% 
io%H 
5%-1 
o%-
n = 41 
(29%) 
n = 27 
(19%) 
Work based learning Anendance at Audit /researcti 
courses/conferences activities 
Themes of CPD activities 
Self directed learning 
Figure 5.2 uses a bar chart to illustrate the respondents' prioritising of their own CPD 
requirements in relation to activities in these categories. In relation to the views of all 
the respondents WBL activities were viewed as the most important (29%) followed 
by self directed study (28%), attendance at courses or conferences (19%) and audit or 
research activities (15%), although some respondents did not prioritise any particular 
CPD activity. Section 5.6.3 provides a bar chart that illtistrates how respondents 
prioritised their CPD in relation to clinical specialty sub-groupings of the respondents 
in the survey (Figure 5.3); section 5.6.4 in relation to the grading of the post (Figure 
5.4); and section 5.6.5 in relation to work setting (Figure 5.5). 
5.6.2 Participation in CPD activities 
In response to the CPD activities identified in the questiormaire Table 5.8 illustrates 
the level of participation fi^om all the respondents in relation to CPD activities in the 
previous year, and month. However where respondents recorded activities that had 
taken place in the previous month these results and their interpretation should be 
treated with caution. For instance, as in-service CPD sessions tend to run on a 
monthly basis it is not surprising that there was a reported high level of participation, 
whereas external programmes, such as conferences, clinical courses, postgraduate 
modules, or practice educator courses may only run once or twice a year. 
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Table 5.8 Respondents' participation in CRD activities in the previous year and 
month Highest % emboldened 
CPD activity Participation of all 
respondents in 
previous: 
Year 
Participation 
respondents in ( 
Month 
Clinical supervision 100 100 
Reading eg books/articles/joumals 92 90 
In-service, in clinical speciality 86 74 
Mandatory Trust/PCT training 79 36 
In-service, general to all staff 76 56 
On-line searches 74 65 
Own Portfolio-keeping 69 51 
Reflective practice 67 60 
Work-based learning 54 47 
Mentoring others 49 41 
Clinical course/workshop eg GIG 44 16 
Attendance at conference/s 41 22 
Project work eg Audit/Research 39 25 
Specialist clinical course/s 31 12 
Member of clinical interest group 29 16 
Shadowing others 29 17 
Joumal Club 29 16 
Clinical educator course 24 5 
CSP activities 12 8 
Presentation at conference/s 11 6 
Postgraduate programme eg MSc 10 6 
Postgraduate module/s 9 4 
Secondment/s 8 4 
Writing articles/books 6 5 
For some of the activities there were similar levels of participation reported across 
all different clinical speciality sub-groups, such as clinical supervision; and reading 
research articles, journals or books, where 90% of all respondents had engaged in 
reading in the previous month, and 92% in the previous year, with 100% 
participation by physiotherapists working in care of older people, those working in 
mixed settings, males and locums. 
Responses in relation to sub-groups are reported separately: section 5.6.3 provides a 
table that illustrates how respondents prioritised their CPD in relation to clinical 
specialty sub-groupings of the respondents in the survey (Table 5.9); and section 
5.6.4 in relation to the grading of the post (Table 5.10). Tables showing the 
frequencies of participation in CPD activities from all respondent subgroups 
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including: years in present speciality and grading, work setting, academic 
qualification, gender, and hours worked, are provided in Appendix XTV. 
5.6.3 C P D activities in relation to clinical speciality 
5.6.3.1 Prioritising CPD activities In relation to clinical specialty 
FIguro S.3 Bar chart prioriti«ing CPD activity in relation to clinical specialty 
50% ^ 
40% H 
C 30% 
20% H 
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Work based Attendance at 
learning courses/ 
conferences 
T 
Audit 
/research 
activities 
Clinical speciality 
• musculoskeletal 
I neurorehabilitation 
• care of older people 
B cardiovascular 
respiratory 
• other specialities 
Self directed 
learning 
Prioritising CPD activity 
Figure 5.3 shows that respondents working in musculoskeletal services reported 
WBL activities (30%) to be as important at self directed learning activities (30%), as 
did those working in care of older people, both at 38%. In contrast 50% of those 
working in cardiovascular respiratory services reported WBL as the most important 
to them and only 12% preferred self-directed activities, with 24% of respondents 
reporting audit and research activities seen as important. 35% of respondents 
working in neuro-rehabilitation reported WBL activities the most important to them, 
followed closely by self-directed learning activities (30%), then attendance at 
courses and conferences (23%) with audit and research activities as the least priority 
at 12%. 
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5.6.3.2 Participation in CPD activities in relation to clinical specialty 
Participation levels in the previous year in some CPD activities varied across 
different clinical speciality sub-groups, as shown in Table 5.9; for example, although 
86% of all respondents had participated in some form of in-service CPD in their 
clinical speciality in the previous year, a greater percentage (100%) of those working 
in cardiovascular-respiratory physiotherapy had been involved, compared to only 
73% working in care of older people. Respondents working in care of older people 
also reported the lowest participation in on-line searches, at 47% compared to 74% 
of all respondents, 82% of those with a postgraduate qualification, 84% of those in 
other specialities, and 100% of those employed as locums. 
Table 5.9 Respondents' participation in CPD 
to their present clinical speciality. Highest % 
activities in the previous year in relation 
emboldened 
Clinical speciality of respondents 
vuifrhin enAr»ialiKi 
CPD activity Participation Musculo Neuro Care of Cardio- Other 
of all skeletal rehabil- older vascular-
respondents n = 63 itation people respiratory n = 32 
in previous: (45%) n=l5 n =15 n=11 (22.9%) 
Yearn=140 (13.6%) (10.7%) (7.9%) 
Clinical supervision 100 100 100 100 100 100 
Reading eg 92 91 95 100 82 94 
books/articles/joumals 
In-service, in clinical speciality 86 89 90 73 100 81 
Mandatory Trust/PCT training 79 78 68 87 73 84 
In-service, general to all staff 76 73 68 93 91 72 
On-line searches 74 73 74 47 82 84 
Own Portfolio-keeping 69 67 68 73 73 72 
Reflective practice 67 64 84 60 55 72 
Work-based learning 54 52 68 60 55 47 
Mentoring others 49 48 58 47 46 50 
Clinical course/workshop eg GIG 44 35 42 53 36 59 
Attendance at conference/s 41 32 58 33 46 50 
Project work eg Audit/Research 39 37 53 40 46 34 
Specialist clinical course/s 31 43 26 0 18 31 
Member of clinical interest group 29 14 32 33 18 59 
Shadowing others 29 27 26 40 36 25 
Journal Club 29 29 16 33 27 19 
Clinical educator course 24 21 26 40 27 3 
CSP activities 12 11 21 13 0 13 
Presentation at conference/s 11 6 16 20 27 9 
Postgraduate programme eg MSc 10 11 11 7 27 3 
Postgraduate module/s 9 6 16 7 18 9 
Secondment/s 8 10 5 7 9 6 
Writing articles/books 6 6 11 0 27 0 
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Respondents working in care of older people reported higher participation in general 
in-service CPD at 93% compared to an overall 76% participation, and in portfolio 
keeping at 73%, compared to an overall 69%. Those working in mixed settings had 
high participation rates in general in-service activities (80%); with respondents 
working in care of older people having the highest participation in general in-service 
CPD at 93%. 
Mandatory training, often wdth legal requirements where all staff are expected to 
attend, such as fire talks, hygiene, manual handling, cardiopulmonary resuscitation, 
generally takes place on site and is provided at no cost by their employer; 
participation was reported by 79% of the respondents, with the highest participation 
from those working in care of older people at 87%. 
Physiotherapists in most clinical specialities apart from care of older people, reported 
higher participation in clinical specialty in-service sessions than in general in-
service, although it was not clear i f the provision of speciality in-service for care of 
older people was less than in the other specialties, and therefore reducing availability 
and consequently participation.. 
Participation in portfolio-keeping was highest at 87% among those working in mixed 
settings, and, among those respondents employed as clinicians (83%), and the least 
at 50%, among managers. Participation in reflective practice was reported by 84% 
of respondents with a postgradtiate qualification, however only 59% of those with a 
diploma reported participation in the previous year. 31% of respondents reported 
attending a specialist external clinical course in the previous year, with the highest at 
43%, working in musculoskeletal services, and no participation (0%) in these types 
of courses from respondents in care of older people. A greater number of all 
respondents (44%) attended a clinical course or workshop run by a CSP clinical 
interest group, the least (35%) from musculoskeletal services and the most from 
other specialities. 
There was a low percentage (10%) of respondents who reported attendance on a 
postgraduate programme, despite the growth of Master's provision for 
physiotherapists (Beeston et al, 1998; Gosling, 1999). There was slightly higher 
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participation fi-om team leaders and managers at 19%, and males at 20%, however no 
managers with 16 or more years in that grade reported attending any postgraduate 
level modules in the previous year. There was also a low participation reported in 
relation to attendance at a practice educator course with 24% of respondents overall 
and only 5% in the previous month; the greatest attendance was fi-om those in care of 
older people at 40% and the least in those working in musculoskeletal speciality 
(21%), managers (13%) males (5%) and locums (0%). 
5.6.4 CPD activities in relation to grading 
5.6.4.1 Prioritising CPD activity in relation to grading 
Figure 5.4 shows that 62% of team leaders and managers reported WBL activities to 
be their most important CPD activity, with self directed learning activities at 30%, 
research and audit at 8% and no-one reporting courses and conferences as a priority. 
Figure 5.4 Bar chart prioritising CPD activity in relation to present grading of post 
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teaming Courses/ activities teaming 
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Prioritising CPD activity 
In contrast 46% of junior clinicians reported self directed activities as the most 
important to them, WBL (32%), courses and conferences (12%), and research and 
audit (10%). The spread for senior clinicians was less with 30% of respondents at 
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this grade reporting WBL as having the most priority, 26% prioritised courses and 
conferences, self directed (24%) and the least important was research and audit at 
20%. 
5.6.4.2 Participation in CPD activities in relation to grading 
Table 5.10 shows how participation levels in the previous year in some CPD 
Table 5.10 Participation (%) of respondents in CPD activities in the previous year in 
relation to present grading Highest % emboldened 
CPD activity Partidpation of Junior 
all respondents clinician 
Grading of respondents (number) 
% within grading of role grouping 
Senior/ 
specialist 
Team 
leader 
in previous 
year n=140 
/rotational 
post n=41 
(29.3%) 
clinician 
n=83 
(59.3%) 
manager 
n=16 
(11.4%) 
Clinical supervision 100 100 100 100 
Reading eg books/articles/joumals 92 93 94 81 
In-service, in clinical speciality 86 95 82 88 
Mandatory Tmst/PCT training 79 73 81 81 
In-service, general to all staff 76 83 74 69 
On-line searches 74 76 71 75 
Own Portfolio-keeping 69 83 66 50 
Reflective practice 67 73 66 69 
Work-based learning 54 59 58 25 
Mentoring others 49 42 48 75 
Clinical course/worlcshop 44 44 45 38 
Attendance at conference/s 41 39 39 56 
Project work eg Audit/Research 39 37 39 50 
Specialist clinical course 31 34 36 0 
Member of clinical interest group 29 15 35 38 
Shadowing others 29 54 19 13 
Journal Club 29 29 30 19 
Clinical educator course 24 20 28 13 
CSP activities 12 5 16 13 
Presentation at conference/s 11 7 13 13 
Postgraduate programme eg MSc 10 5 11 19 
Postgraduate module/s 9 7 11 6 
Secondment/s 8 10 8 0 
Writing articles/books 6 2 6 19 
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activities varied across different grading sub-groups; for example, 95% of 
respondents working at junior clinician grade had participated in some form of in-
service CPD, compared to only 82% of senior clinicians. 83% of clinicians engaged 
in portfolio keepmg, compared to 50% of managers. 
Junior clinicians also had the highest participation (73%) in reflective practice, 
compared to 66% or senior clinicians. The least participation in mandatory training, 
at 73%, was from clinicians, who tend to have the least experience and therefore are 
perhaps the most in need of this type of update. This was also reflected by those 
qualified less than 5 years (Appendix XVd). 54% of junior clinicians had attended 
specialist clinical courses in the previous year compared to 36% of senior clinicians 
and no team leaders or managers. Contrary to this 38% of team leaders and 
managers were members of specialist clinical interest groups whereas only 15% of 
junior clinicians were. Despite no team leaders or managers reporting coiu-ses and 
conferences as a priority for their CPD (Figure 5.4), 56% had attended courses and 
conferences in the previous year, with only 13% attending as presenters. Team 
leaders and managers had the highest participation in postgraduate programmes in 
the previous year at 19% with only 5% of junior clinicians having done so. 
Interviewees in team leader or management posts identified the need for leadership 
type courses: 
I realized that really what I wanted to do was manage, then I started to 
do more managerial and leadership type of courses, some were 
internal some were external. Some were sourced through the NHS, but 
they were specific for managers and leaders in the NHS. 
(Interviewee I) 
Sometimes you do things i f you know your job is going in that 
direction and that sort of guides you to certain courses, and I must 
admit the Leadership Development programme which wasn't a clinical 
progranmie, I got a lot out of that. (Interviewee S) 
Most of my development that I do now is looking at some of the 
broader issues in terms of physiotherapy and looking at some of the 
strategies and policies, looking at the policies of the NHS. I had a 360 
degree evaluation under LEA (Leadership Effectiveness Analysis) tool 
and that had highlighted some strengths and weaknesses. So I was able 
to use a lot of the skills I had gained from my Masters to actually help 
me to work through those. (Interviewee I) 
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This was an issue which had not otherwise appeared in the questionnaire data, and 
one which needs further reflection. 
5. 7 REASONS FOR ENGAGING WITH CPD ACTIVITIES 
When completing the questionnaire the respondents were asked to indicate the 
degree to which they agreed/disagreed with 15 items, as reasons for engaging with 
CPD activities, shown in Figure 5. 5. Table 5.11 summarises respondents' opinions 
on these items. 
Figure 5.5 Items for engaging wKh CPD activities to which participants 
1. improve personal development 9. improve management skills 
2. improve professional development 10. increase chance of promotion 
3. improve clinical skills 11. increase pay 
4. improve patient care 12. increase job satisfaction 
5. gain academic credit 13. keep up to date 
6. gain postgraduate 14. use evidence based practice 
7. gain Masters degree 15. demonstrate professional 
8. gain Doctoral degree responsibility 
Table 5.11 showed that 99.2% (combining Strongly agree and Agree) of respondents 
reported strong support for engaging in CPD to improve patient care; 98.6% to 
improve clinical skills; 98.6% to keep up to date; 97.8% to improve their personal 
development; 97.1% to improve professional development. The first 8 items in Table 
5.11 show agreement from over 80% of respondents, then there is a reduction from 
this point. The results from Table 5.11 are now discussed in more detail. 
5.7.1 Improve patient care 
Table 5.11 showed that 99.2% of respondents reported strong support for engaging in 
CPD to improve patient care, with 100% of those working in neuro-rehabilitation, 
care of older people, cardiovascular respiratory and other specialities. Although the 
questionnaire responses provided me with descriptive statistics they did not allow me 
to explore the underlying thoughts of the participants. 
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Table 5.11 Summary of respondents' clinical groupings on their opinions on reasons 
for engaging in CPD (MSK= Musculoskeletal, NR = neurological rehabilitation, CoE = Care of older 
people, CVR = Cardiovascular respiratoiy) 
SA = StronBly agree A = Agree NO = no opinion D = disagree SD = strongly disagree 
Reasons Response MSK NR CoE CVR Other ALL 
improve 
patient care 
SA 
A 
N O 
39(61.9%) 
23 (36.5%) 
1 (1.6%) 
14 (73.7%) 
5(26.3%) 
0 
8 (53.3%) 
7 (46.7%) 
0 
7 (63.6%) 
4 (36.4%) 
0 
19(59.4%) 
13(40.6%) 
0 
87(62.1%) 
52(37.1%) 
1 (.7%) 
improve 
clinical skills 
SA 
A 
N O 
D 
46 (73%) 
17(27%) 
0 
0 
14 (73.7%) 
5 (26.3%) 
0 
0 
8 (53.3%) 
6 (40%) 
0 
1 (6.7%) 
8 (73.7%) 
3 (26.3%) 
0 
0 
18(56.3%) 
13(40.6%) 
1 (3.1%) 
0 
94(67.1%) 
44(31.4%) 
1( .7%) 
1 (.7 % ) 
Keep up to 
date 
SA 
A 
N O 
42 (66.7%) 
20(31.7%) 
1 (1.6%) 
13(68.4%) 
6(31.6%) 
0 
7 (46.7%) 
7 (46.7%) 
1 (6.7%) 
6 (54.5%) 
5 (45.5%) 
0 
19 (59.4%) 
13(40.6%) 
0 
87(62.1%) 
51 (36.4%) 
2(1.4%) 
improve 
personal 
development 
SA 
A 
N O 
D 
33 (5.2.4%) 
29 (46%) 
0 
1 (1.6%) 
12 (63.2%) 
7 (36.8%) 
0 
0 
5 (33.3%) 
10(66.7%) 
0 
0 
5 (45.5%) 
5 (45.5%) 
1 (9.1%) 
0 
17(51.3%) 
14 (43.8%) 
0 
1 (3.1%) 
72 (51.4%) 
65 (46.4%) 
1 (.7%) 
2(1.4%) 
improve 
professional 
development 
SA 
A 
N O 
44 (69.8%) 
19(30.2%) 
0 
16(84.2%) 
3(15.8%) 
0 
7 (46.7%) 
8 (53.3%) 
0 
8 (72.7%) 
2(18.2%) 
1 (9.1%) 
17(53.1%) 
12(37.5%) 
3 (9.4%) 
92 (65.7%) 
44(31.4%) 
4 (2.9%) 
Use evidence 
based practice 
SA 
A 
N O 
D 
29 (46%) 
32 (5.0.8%) 
1 (1.6%) 
1 (1.6%) 
9 (47.4%) 
9 (47.4%) 
1 (5.3%) 
0 
7 (46.7%) 
7 (46.7%) 
0 
1 (6.7%) 
6 (54.5%) 
4 (36.4%) 
1 (9.1%) 
0 
15(46.9%) 
14(43.8%) 
2 (6.3%) 
1 (3.1%) 
66(47.1%) 
66(47.1%) 
5 (3.6%) 
3(2.1%) 
Increase job 
satisfoction 
SA 
A 
N O 
D 
SD 
33 (5.2.4%) 
25 (39.7%) 
2 (3.2%) 
2 (3.2%) 
1 (1.6%) 
11 (57.9%) 
6(31.6%) 
0 
2 (10.5%) 
0 
5 (33.3%) 
10(66.7%) 
0 
0 
0 
4 (36.4%) 
3 (43.3%) 
1 (9.1%) 
1 (9.1%) 
0 
11(34.4%) 
19(39.4%) 
0 
2 (6.3%) 
0 
64(45.7%) 
63 (46.4%) 
3(2.1%) 
7(5%) 
1 (.7%) 
Demonstrate 
professional 
responsibility 
SA 
A 
N O 
D 
SD 
25 (39.7%) 
33 (52.4%) 
3 (4.8%) 
1 (1.6%) 
1 (1.6%) 
6(31.6%) 
9 (47.4%) 
1 (5.3%) 
3 (15.8%) 
0 
7 (46.7%) 
7 (46.7%) 
0 
1 (6.7%) 
0 
6 (54.5%) 
3 (27.3%) 
1 (9.1%) 
1 (9.1%) 
0 
16(50%) 
16(50%) 
0 
0 
0 
60 (42.9%) 
68 (48.6%) 
5 (3.6%) 
6 (4.3%) 
1 (.7%) 
Gain Masters 
degree 
SA 
A 
N O 
D 
SD 
4 (6.3%) 
12(19%) 
14 (22.2%) 
25 (39.7%) 
8(12.7%) 
2 (10.5%) 
3 (15.8%) 
5 (26.3%) 
9 (47.4%) 
0 
0 
0 
4 (26.7%) 
9 (60%) 
2(13.3%) 
2 (18.2%) 
1 (9.1%) 
4 (36.4%) 
4 (36.4%) 
0 
1 (3.1%) 
2 (6.3%) 
4 (12.5%) 
20 (62.5%) 
5(15.6%) 
9 (6.4%) 
18(12.9%) 
31 (22.1%) 
67 (47.9%) 
15(10.7%) 
Gain 
postgraduate 
certificate 
SA 
A 
N O 
D 
SD 
7(11.1%) 
14 (22.2%) 
15(23.8%) 
22 (34.9%) 
5 (7.9%) 
1 (5.3%) 
5 (26.3%) 
5 (26.3%) 
8(42.1%) 
0 
0 
3 (20%) 
2(13.3%) 
8 (53.3%) 
2 (13.3%) 
2(18.2%) 
2(18.2%) 
4 (36.4%) 
3 (27.3%) 
0 
1 (3.1%) 
6(18.8%) 
4 (12.5%) 
20 (62.5%) 
1 (3.1%) 
11 (7.9%) 
30(21.4%) 
30(21.4%) 
61 (43.6%) 
8 (5.7%) 
Gain 
Doctorate 
SA 
A 
N O 
D 
SD 
2 (3.2%) 
2 (3.2%) 
21 (33.3%) 
28 (44.4%) 
10(15.9%) 
0 
2 (10.5%) 
8(42.1%) 
9 (47.4%) 
0 
0 
0 
4 (26.7%) 
9 (60%) 
2 (13.3%) 
0 
1 (9.1%) 
5 (45.5%) 
5 (45.5%) 
0 
0 
2 (6.3%) 
4(12.5%) 
19(59.4%) 
7(21.9%) 
2(1.4%) 
7(5%) 
42 (30%) 
70(50%) 
19(13.6%) 
Gain 
academic 
credit 
SA 
A 
N O 
D 
SD 
7(11.1%) 
25 (39.7%) 
8(12.7%) 
20(31.7%) 
3 (4.8%) 
2 (10.5%) 
8(42.1%) 
2 (10.5%) 
7 (36.8%) 
0 
1 (6.7%) 
5 (33.3%) 
1 (6.7%) 
8 (53.3%) 
0 
i (9.1%) 
6 (54.5%) 
1 (9.1%) 
3 (27.3%) 
0 
2 (6.3%) 
11 (34.4%) 
3 (9.4%) 
15(46.9%) 
1 (3.1%) 
13 (9.3 %) 
55 (39.3%) 
15(10.7%) 
53 (37.9%) 
4 (2.9%) 
Increase 
chance of 
promotion 
SA 
A 
N O 
D 
SD 
10(15.9%) 
25 (39.7%) 
4 (6.3%) 
21 (33.3%) 
3 (4.8%) 
1 (5.3%) 
9 (47.4%) 
2(10.5%) 
7 (36.8%) 
0 
2 (13.3%) 
4 (26.7%) 
3 (20%) 
6 (40%) 
0 
3 (27.3%) 
6 (54.5%) 
1 (9.1%) 
1 (9.1%) 
0 
4(12.3%) 
8 (25%) 
4(12.5%) 
14 (43.8%) 
2 (6.3%) 
20 (14.3%) 
52(37.1%) 
14(10%) 
49 (35%) 
5 (3.6%) 
Increase pay SA 
A 
N O 
D 
SD 
11 (17.5%) 
19(30.2%) 
9(14.3%) 
21 (33.3%) 
3 (4.8%) 
2 (10.5%) 
6(31.6%) 
2 (10.5%) 
9 (47.4%) 
0 
1 (6.7%) 
4 (26.7%) 
4 (26.7%) 
6 (40%) 
0 
5 (45.5%) 
3 (27.3%) 
1 (9.1%) 
2(18.2%) 
0 
5(15.6%) 
7(21.9%) 
2 (6.3%) 
17(53.1%) 
1 (3.1%) 
24(17.1%) 
39 (27.9%) 
18(12.9%) 
55 (39.3%) 
4 (2.9%) 
improve 
management 
skills 
SA 
A 
N O 
D 
SD 
6 (9.5%) 
28 (44.4%) 
9 (14.3%) 
15(23.8%) 
5 (7.9%) 
3(15.8%) 
11 (57.9%) 
1 (5.3%) 
4(21 .1% 
0 
1 (6.7%) 
9 (60%) 
3 (20%) 
2 (13.3%) 
0 
1 (9.1%) 
7 (63.6%) 
2(18.2%) 
1 (9.1%) 
0 
3 (9.4%) 
16(50%) 
4 (12.5%) 
6(18.8%) 
3 (9.4%) 
14(10%) 
71 (50.7%) 
19(13.6%) 
28 (20%) 
8(5.75) 
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However the interviews did, and I found this view was also strongly supported by the 
interviewees, as illustrated by the following comments: 
CPD is about delivering the best possible care, wanting to do the best 
for the patients, which is what I think it should be about. 
(Interviewee L) 
I feel quite passionate that patients with disability should get just as 
good a service as anyone else. I think we are doing CPD to make a 
difference. (Interviewee P) 
CPD was always about being the best physiotherapist for your clients 
and that was something we have strived to be. I will do anything that 
will make life better for the children I treat. (Interviewee M) 
I think my main driver, and I know I'm being idealistic, I'm doing 
CPD for the good of the patients. I often think people in care 
professions, perhaps we need to be needed, in that there is nothing 
better than the sense of satisfaction you get when you have helped a 
patient to achieve something. (Interviewee P) 
One participant voiced concern that the culture in physiotherapy was changing and 
that some practitioners were more concerned about how they could benefit from 
CPD activities rather than how their CPD can benefit the patient. 
We have to put CPD back into patient care. It has become a 'me' not 
'us' culture. 'What can I get out of it?' It should be 'how can we 
improve?', and then 'how can this help to improve the patient?' Some 
can lose sight of the end product. (Interviewee J) 
The changing focus on more involvement from service users was also raised, for 
instance: 
I'm involved in special interest groups, and there are a lot of these 
groups that involve patients. In my early CPD when the CIGs (clinical 
interest groups) involved patients they were only there to be observed 
and practiced on, whereas now these groups are much more around 
involving patients in terms of what sort of services they want, what 
they expect from health professionals, and what helps them - what 
worked for them. This has slightly changed the emphasis on where we 
place the patients in modem health care. (Interviewee I) 
These two quotations suggest that it would be worth pursuing this issue fiirther to see 
how widespread this feeling is and whether it has implications for the organisation of 
CPD. 
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5.7.2 Academic development 
Although academic development was ranked lowest (Table 5.16) a number of 
interviewees had strong opinions on how studying for a Masters degree had 
improved their critical thinking skills 
It (a Master's programme) helped me to vie^v things differently, to 
question my practice. And, when you question yourself that is when 
you really find out what you do know and what you don't know; and 
want you do or don't want to learn more about. The Master's 
changed me, it made me think differently. (Interviewee A) 
Doing the MSc has improved my clinical reasoning without me 
really realising it. It has improved and speeded up my thought 
processes. (Interviewee S) 
and helped them to develop themselves 
I learnt a lot about myself, and because I did it (MSc) as part of a 
multidisciplinary group. I got a wider perspective than perhaps I would 
have done had I done something very specific in physiotherapy. It 
gave me a huge amount of confidence, that I could do it, that I could 
write academically, I could source information, I could critically 
evaluate that information, I could put a piece of work together. 
(Interviewee I) 
through being more critical about their practice: 
So before I started my PhD I would have said I was reflective, but now 
/ question a lot more, I really question everything. It has totally 
changed my whole practice, totally its seems to be since I got into 
this research culture that I am questioning everything. 
(Interviewee H) 
I've never been a big fan of doing reflection - but having had to do it 
as part of a postgraduate module, by including the reflective aspect 
into that, because you've got focus because you're doing it on a case 
study I think that's made a difference without really knowing it until 
you come to write it, then I think that was quite useful to ask ' should I 
have done that or not?'' and I think it that then got me into it in that I 
have been trying to encourage other people in the department that this 
is what we should be doing. (Interviewee E) 
In these cases what is noticeable is the idea that people are changed by their 
involvement in postgraduate study, reporting 'it made me think differently' and 'gave 
me a huge amount of confidence'; by referring to the importance of questioning and 
being critical and being able to 'find out' and 'source' knowledge or information. 
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However others made negative comments about colleagues doing a postgraduate 
programme suggesting they may only want to study a Master's in order to progress in 
their careers and leave direct patient care, as illustrated by the following comment: 
But a lot (of physiotherapists) want to fast track, make short cuts, 
thinking ' I want to get to the top as quickly as possible. I haven't 
got time to hang around. I'm going to do a Master's and get to the 
top, and move out of treating patients'. They can be 'what am I 
going to get? Rather than what am I going to give?"* 
(Interviewee J) 
While acknowledging that most physiotherapists value patient care, and would 
frequently avoid any CPD activity that took them away from direct patient care, 
there was often a lack of understanding as to the value of following any postgraduate 
level study, seeing it only for personal reward, which is illustrated by the following 
comment: 
What benefit would it be to me? I'm not going to benefit from it. If 
I'm not treating people unless you are going to go into private 
practice which is a different matter and you are looking to gain for 
yourself, but as a physiotherapist working it the NHS and solely 
working in the NHS and never likely to do anything else, I would not 
gaining anything from it. (Interviewee K) 
This latter quote contrasts with the earlier views of those above who saw the 
personal benefit in terms of change in themselves, in abilities to question, to 
discover, to be critical. In the case of Interviewee K the benefit is expected to be in a 
'gain' which is implicitly financial. There appears to be a difference in 
understanding of the benefit from postgraduate study between some interviewees 
who have been involved in postgraduate programmes, who see the benefit in terms 
of personal development, and some interviewees who have not; who view any 
benefit in terms of finance, and this has implications for how postgraduate study is 
presented and understood. 
5.7.3 Pay and promotion 
Although potential increase in pay and promotion were only ranked as 11 and 10 
(respectively) out of 15 items, as reasons for engaging in CPD (Table 5.15), more 
than half of the respondents agreed that lack of pay (57.8%) and lack of promotion 
(67.2%) were barriers to their CPD (Table 5.16). These findings are supported by the 
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following comments from interviewees, although there is an air of regret in the 
second remark which might be aligned to earlier comments on how the need to 
demonstrate as well as do has become important: 
CPD for me personally, it is doing something appropriate to 
progressing my career. (Interviewee L) 
Sometimes you do things i f you know your job is going in that 
direction, and that sort of guides you to do certain courses. If you put 
down on your CV that you have been on a weekend course, people 
will pick on that and think you have done a lot. It is sad really because 
it doesn't mean to say that you have any extra knowledge from going 
on the course. (Interviewee S) 
I f you can say you have got an MSc it could open more doors to you. 
(Interviewee T) 
One interviewee who was studying for a Master's degree believed this would lead to 
job promotion. 
Agenda for Change has promised more chances to get promotion into 
a higher banding, and that this would reward people who had a 
Master's. In writing the job descriptions for Band 7 they were writing 
in that those types of jobs were going to include study to Master's 
level. So I just thought 'start now and get a lot of the work out of the 
way'. (Interviewee E) 
Other interviewees agreed believing physiotherapists would need a Master's degree 
i f they wanted to achieve promotion to a senior or specialist post, but also that it is 
important for the profession: 
I think they (consultants) should at least have a Master's. I've seen 
situations were people have these senior posts through being in a 
situation when no-one else has applied, and they have just filled the 
post, and I think that is a mistake. It leaves the opportunity for over 
promotion and then the service, or the profession, can get criticised 
because mistakes can be made, and it is a less quality service. 
(Interviewee A) 
Take consultant physio(therapist)s, they almost need to be functioning 
at that (Doctorate) level, they have to be up there v^ dth the rest of 
them, and you would be expecting people beyond Masters level, and 
really even having a Masters is not really enough for being a 
consultant. You almost have to look towards the people that are doing 
Doctorates and PhDs, to have that credibility and standing within the 
wider community. (Interviewee I) 
The findings from the survey are supported with the findings from the interviews 
where interviewees reported sfrong support for CPD activities to maintain or 
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improve clinical skills, competence, and patient care, which have been described 
earlier in this chapter. Some reported that they would study for a higher degree if 
they thought it would be recognised in terms of pay and promotion: 
I think physiotherapists have not been hugely driven by money 
perhaps in the past, but I think you do want to be rewarded for 
what you have done, and if you have put a lot of effort and time 
into a course, and improved yovu- practice, then you would like to 
be rewarded for it. (Interviewee V) 
Whereas: 
I want to learn, I want to improve my practice, I want to develop my 
practice (Interviewee H) 
Here interviewee H refers to improvement of practice, whereas Interviewee V is more 
concerned with learning or the change in them selves. 
5.7.4 Principal components as reasons for engaging with CPD 
In relation to reasons for engaging in CPD fi-om the survey, the error bar graph in 
Figure 5.6 shows a clear grouping of items into 3 separate clusters. This was further 
explored by carrying out a Factor Analysis using the Principal Component method, 
based on a scree plot test (Appendix XVII) (Green et al, 2003) which produced three 
components and confirmed there was a pattern in the reasons the respondents gave 
for engaging with CPD. 
The proportion of variance accounted for by each of the rotated factors indicated the 
relative importance of each component. SPSS reports these statistics in 'Total 
Variance Explained' shown in Table 5.12. 
Table 5.12 Total Variance Explained: Reasons for engaging with CPD 
Component Extraction Sums of Squared Loadings Rotation Sums of Squared Loadings 
% of % of 
Total Variance Cumulative % Total Variance Cumulative % 
1 4.632 35.628 35.628 3.487 26.822 26.822 
2 2.529 19.456 55.085 2.776 21.353 48.176 
3 1.166 8.970 64.054 2.064 15.879 64.054 
Extraction Method: Principal Component Analysis. 
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Figure 5.6 Error bar graph showing Items as reasons for engaging In CPD 
o2 3 ° 
^ \ \ \ \ 
The rotated factor matrix shown in Table 5.13 gives factor loadings, which are the 
correlations between each of the variables and the factors for a Varimax rotation. 
The components were interpreted by naming them based on the size of the loadings 
and the items they relate to. On the basis of the content of these three sets of items, it 
is suggested that these components correspond to the concepts of: Development of 
self through professional practice. Academic development, and Pay and promotion. 
Items 1, 2, 3, 4, 12, 13, 14, and 15 (Figure 5.5) are associated most with 
Development of self through professional practice; items 5, 6, 7, and 9 are associated 
most with Academic development; and items 8, 10 and 11 are associated most with 
Pay and promotion. 
107 
Chapter 5 Research Findings 
Table 5.13: Factor loadings for the three-component solution for the 15-ltem Ukert-
response question relating to reasons for engaging In CPD (Rotated component 
matrix) 
Items as reasons for engaging with CPD 
i 
Development of self 
through professional 
Component 
2 
Academic 
development 
3 
Pay and 
promotion 
practice 
Improve patient care .822 
Improve clinical skills .774 
Keep up to date .768 
Professional development .747 
Personal development .738 
Use evidence based practice .634 
Increase job satisfaction .530 
Demonstrate professional 
.486 responsibility 
Gain Doctoral degree .856 
Gain Masters degree .839 
Gain postgraduate certificate .753 
Gain academic credit .676 
Improve pay .896 
Improve chance of promotion .843 
Improve management skills .389 
% of variance explained 26.8% 21.4% 15.9% 
Cummulative % of variance 26.8% 48.2% 64.1% 
Cronbach's Alpha .847 .845 .824 
Extraction Method: Principal Component Analysis. Rotation Method: Varimax with Kaiser 
Normalization 
a Rotation converged in 5 iterations. 
The eigenvalues (X.) and proportions of variance these components accounted for 
were as follows: Development of self through professional practice. A, = 3.5, and 
accoimted for 26.8%; Academic development, X = 2.8, and accoimted for 21.4% of 
the total variance; and Pay and promotion, A, = 2.1, and accounted for 15.9% of the 
total variance. In total the three principal components accoimt for 64.1% of the 
variable variance. The 15-item three-component solution fitted the data very well. 
The Cronbach's Alpha (a) values relating to reasons for engaging in CPD were 
reported as good (.824 to .847) for internal reliability of the scale (Field, 2005). 
A Friedman ranks test on data from all respondents found that Development of Self 
within Professional Practice was ranked highest, followed by Pay and Promotion, 
which ranked above Academic Development, with p< 0.001. When each sub-
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grouping was analysed independently the rank order was consistent across all 
variables of: clinical speciality, years in present clinical specialty, grade, years in 
present grade, work settings and gender, with p< 0.01 across all groupings, apart 
from employment grouping (locum category p =.368), and these results are 
summarised in Table 5.14. Thus there is 95% confidence that respondents in each 
subgroup, apart fi-om Locums, would rank Development of self highest, followed by 
Pay and promotion, then Academic development, as reasons for CPD. 
Table 5.14 Friedman's rsnk test on results of components identified as reasons for CPD 
Ranks Friedman test statistics 
1 2 3 
Dev. self / 
prof prac. 
Pay and 
promotion 
Academic 
development 
N Chi-
Square 
df Significance 
at p<0.05 
All respondents 2.90 1.85 1.25 140 204.25* 2 .000 
Years qualified 
0-5 years 2.87 1.19 1.94 47 68.50* 2 .000 
6-15 years 2.88 2.88 1.84 40 54.72* 2 .000 
Over 16 years 2.95 2.95 1.78 53 82.02* 2 .000 
Clinical specialty 
Musculoskeletal 2.87 1.89 124 63 88.16* 2 .000 
NeuFO. Rehabil. 2.95 1.66 1.39 19 27.32* 2 .000 
Care of elderly 2.93 1.93 1.13 15 25.24* 2 .000 
Cardiovasc.respir. 2.77 2.00 1.23 11 13.76* 2 .001 
Other 2.97 1.80 1.23 32 52.15* 2 .000 
Years in specialty 
0-5 years 2.87 1.90 1.23 67 93.93* 2 .000 
6-15 years 2.92 1.83 1.25 51 76.42* 2 .000 
Over 16 years 2.98 1.73 1.30 22 34.75* 2 .000 
Grade 
Junior 2.90 1.16 1.94 41 64.14* 2 .000 
Senior 2.90 1.30 1.80 83 117.60* 2 .000 
Manager 2.91 1.22 1.88 16 23.52* 2 .000 
Year in grade 
0-5 years 2.88 1.87 1.25 96 133.84* 2 .000 
6-15 years 2.95 1.84 1.21 38 62.00* 2 .000 
Over 16 years 3.00 1.58 1.42 6 9.48* 2 .009 
Employment 
Full time 2.88 1.21 1.91 98 141.12* 2 .000 
Part-time 2.99 1.33 1.69 40 63.94* 2 .000 
Locum 2.5 1.25 2.25 2 2.(M> 2 Not significaot 
Work setting 
Primary care 2.83 1.27 1.90 15 18.95* 2 .000 
Secondary care 2.90 1.23 1.87 75 110.21* 2 .000 
Community 2.93 1.33 1.74 35 50.06* 2 .000 
Mixed 2.93 1.10 1.97 15 26.56* 2 .000 
Academic qaaUfications 
Diploma 2.97 1.73 1.29 58 92.14* 2 .000 
Degree 2.85 1.95 1.20 63 88.51* 2 .000 
Masters 2.87 1.87 1.26 19 26.00* 2 .000 
Gender 
Female 2.93 1.24 1.83 120 183.37* 2 .000 
Male 2.75 1.28 1.98 20 22.05* 2 .000 
* significant below p<0.05 
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In relation to prioritising respondents' reasons for engaging in CPD activities the 
mean scores of each of the survey items were calculated and rank ordered; the 
outcome is illustrated in Table 5.15, and also shows the associated principal 
component that the item was linked to. 
Table 5.15 Rank ordering of items given as reasons for engaging In CPD bascLi ,-= -
Rank Hems Associated principal component Mean rank 
Position sc'jri' 
1. Improve clinical skills Development of self through 4.65 professional practice 
2. Professional development Development of self through 4.63 professional practice 
3. Improve patient care Development of self through 4.61 professional practice 
4. Keep up to date Development of self through 4.61 professional practice 
5. Personal development Development of self through 4.48 professional practice 
6. Use evidence based practice Development of self through 4.39 professional practice 
7. Improve Job satisfection Development of self through 4.31 professional practice 
8. Demonstrate professional Development of self through 4.28 responsibility professional practice 
9. Improve management skills Pay & promotion 3.39 
10. Improve chance of promotion Pay & promotion 3.24 
11. Improve pay Pay & promotion 3.17 
12. Gain academic credit Academic development 3.14 
13. Gain postgraduate certificate Academic development 2.82 
14. Gain Masters credits Academic development 2.56 
15. Gain Doctorate Academic development 2.31 
5.8 BARRIERS T O ENGAGING WITH CPD ACTIVITIES 
Attitudes towards barriers to engaging with CPD activities were measured in the 
questionnaire using a 14-item scale comprising statements to which participants 
agreed or disagreed, shoAvn in Figure 5.7. Table 5.16 summarises respondents' 
opinions on these items. The mean scores of each of these survey items were 
calculated and rank ordered; the outcome is illustrated in Table 5.20. 
Figure 5.7 Items as barriers to participation in CPD acth^ities to which respondents 
agreed /disagreed 
1. lack of support from management 
2. lack of support bom my peers 
3. lack of support from other collez^ues 
4. lack of time 
5. lack of fimding from my employer 
6. no interest in academic qualifications 
7. no interest in personal development 
8. lack of personal reward 
9. lack of professional reward 
10. lack of academic reward 
11. lack of financial reward 
12. personal lack of appraisal skills 
13. personal lack of research skills 
14. no interest in professional 
development 
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Table 5.16 Summary of respondents' opinions on barriers to engaging In CPD relating 
to clinical speciality groupings 
SA = Strongly agree A = Agree N O = no opinion D = disagree SD = strongly disagree 
Barriers Response MSK NR CoE CVR Other ALL 
Lack of t ime SA 26(413%) 10 (53.6%) 9(60%) 6 (54.5%) 21 (65.6%) 72 (51.4%) 
A 28 (44.4%) 9 (47.4%) 5 (33.3%) 4 (36.4%) 9(28.1%) 55 (39.3%) 
N O 1 (L6%) 0 0 0 I (3.1%) 2(1.4%) 
D 5 (7.9%) 0 1 (6.7%) 1 (9.1%) I (3.1%) 8 (5.7%) 
SD 3 (4.8%) 0 0 0 0 3(2.1%) 
Lack of SA 25 39.7% 7 (36.8%) 6 (40%) 6 (54.5%) 5 (15.6%) 49(35%) 
fund ing A 18 (28.6%) 7 (36.8%) 8 (53 J%) 2 (18.2%) 13 (40.6%) 48 (34.3%) 
from my N O 2 (3.2%) 0 1 (6.7%) 1 (9.1%) 1 (3.1%) 5 (3.6%) 
employer D 15(23.8%) 5(26.3%) 0 1 (9.1%) 13 (40.6%) 34 (24.35) 
SD 3 (4.8%) 0 0 I (9 .1%) 0 4(2.9%) 
Lack o f SA 8 (12.7%) 3(15.8%) 1 (6.7%) 1 (9.1%) 1 (3.1%) 14(10%) 
support f rom A 16(25.4%) 6(31.6%) 4 (26.7%) 4 (36.4%) 5 (15.6%) 35 (25%) 
management N O 5 (7.9%) 0 0 2 (18.2%) 3 (9.4%) 10(7.1%) 
D 27 (42.9%) 8 (42.1%) 10(66.7%) 3 (27.3%) 22 (66.8%) 70 (50%) 
SD 7(11.1%) 2(10.5%) 0 1 (9.1%) 1 (3.1%) 11 (7.9%) 
Personal lack SA 5 (7.9%) 0 2(13.3%) 1 (9.1%) 1 (3.1%) 9 (6.4%) 
o f research A 18(28.6%) 5 (26.3%) 8 (53.3%) 2(18.2%) 13(40.6%) 46 (32.9%) 
skills N O 3 (4,8%) 0 0 1 (9.1%) 3 (9.4%) 7 (5%) 
D 24(38.1%) 10 (53.6%) 5 (33.3%) 6 (54.5%) 10(31.3%) 55 (39.3%) 
SD 13(20.6%) 4(21.1%) 0 1 (9.1%) 5 (15.6%) 23(16.4%) 
Lack o f SA 3 (4.8%) 1 (5.3%) 0 2(18.2%) 1 (3.1%) 7 (5%) 
financial A 20(31.7%) 5 (26.3%) 5 (33.3%) 4 (36.4%) 8 (25%) 42 (30%) 
reward N O 5 (7.9%) 0 0 1 (9.1%) 4(12.5%) 10(7.1%) 
D 22 (34.9%) 12 (63.2%) 7 (46.7%) 4 (36.4%) 13 (40.6%) 58(41.4%) 
SD 13(20.6%) 1 (5.3%) 3 (20%) 0 6(18.8%) 23(16.4%) 
Lack o f SA 2 (3.2%) 1 (5.3%) 0 1 (9.1%) 0 4 (2.9%) 
support from A 11 (17.5%) 4(21.1%) 3 (20%) 1 (9.1%) 7 (21.9%) 26(18.6%) 
other N O 3 (4.8%) 0 0 1 (9.1%) 7(21.9%) 11 (7.9%) 
colleagues D 35 (55.6%) 12(63.2%) 12(80%) 7 (63.6%) 17(53.1%) 83 (.59.3%) 
SD 12(19%) 2(10.5%) 0 1(9.1%) I (3.1%) 16(11.4%) 
Lack o f SA 0 0 0 1(9.1%) 0 1 (.7%) 
professional A 15(23.8%) 6(31.6%) 3 (20%) 3 (27.3%) 9 (28,1%) 36 (25.7%) 
reward N O 3 (4.8%) 0 1 (6.7%) 1 (9.1%) 4(12.5%) 9 (6.4%) 
D 30 (47.6%) 11 (57.9%) 8 (53.3%) 5 (45.5%) 13(40.6%) 67 (47.9%) 
SD 15(23.8%) 2(I0..5%) 3 (20%) 1 (9,1%) 6(18.8%) 27(19.3%) 
Lack o f SA 1 (1.6%) 1 (5.3%) 0 0 0 2(1.4%) 
support from A 11 (17.5%) 5 (26.3%) 2(13.3%) 0 10(31.3%) 28 (20%) 
my peers N 0 6(9.5%) 0 0 1 (9.1%) 3 (9.4%) 10(7.1%) 
D 31 (49.2%) 11 (57.9%) 13(86.7%) 9(81.8%) 18(56.3%) 82 (58.6%) 
SD 14(22%) 2(10,5%) 0 1 (9.1%) 1 (3.1%) 18(12.9%) 
Lack o f A 9(14.3%) 4(21.1%) 3 (20%) 2 (18.2%) 6 (18.8%) 24(17.1%) 
academic N O 6 (9.5?/o) 1 (5.3%) 0 2 (18.2%) 5 (15.6%) 14 (10%) 
reward D 31 (49.2%) 12(63.2%) 9 (60%) 7 (63.6%) 15(46.9%) 74 (52.9%) 
SD 17(27%) 2(10.5%) 3 (20%) 0 6(18.8%) 28 (20%) 
Personal lack SA 3 (4.8%) 0 0 1 (9.1%) 0 4 (2.9%) 
o f appraisal A 5 (7.9%) 0 4 (26.7%) 2(18.2%) 7(21.9%) 18(12.9%) 
skills N O 5 (7.9%) 0 1 (6.7%) 0 2 (6.3%) 8 (5.7%) 
D 35 (55.8%) 15(78.9%) 9 (60%) 6 (54.5%) 19 (.59.4%) 84 (60%) 
SD 15(23.8%) 4(21.1%) 1 (6.7%) 2(18.2%) 4(12.5%) 26(18.6%) 
N o interest SA 1 (1.6%) 0 0 0 2 (6.3%) 3(2.1%) 
in academic A 13(20.6%) 0 5 (33.3%) 0 6(18.8%) 24(17.1%) 
qualif icat ion N 0 3 (4.8%) 0 2(13.3%) 3 (27.3%) 1 (3.1%) 9 (6.4%) 
s D 25 (39.7%) 13(68.4%) 8 (53.3%) 5 (45.5%) 15(46.9%) 66(47.1%) 
SD 21 (33.3%) 6(31.6%) 0 3 (27.3%) 8 38(27.1%) 
Lack o f A 7(11.1%) 3(15.8%) 3 (20%) 4 (36.4%) 5 (15.6%) 22(15.7%) 
personal N O 3 (4.8%) 0 0 1 (9.1%) 3 (9.4%) 7 (5%) 
reward D 27 (42.9%) 11 (57.9%) 9 (60%) 5 (45.5%) 16(50%) 68 (48.6%) 
SD 26(41.3%) 5 (26.3%) 3 (20%) I I (9.1%) 8 (25%) 43 (30.7%) 
N o interest SA 1 (1.6%) 0 0 0 0 1 (.7%) 
in A 0 1 (5,3%) 0 2(18.2%) 1 (3.1%) 2(1.4%) 
professional N O 6 (9.5%) 0 0 4 (36.4%) 0 8(5.7%) 
development D 18(28.6%) 12(63.2%) 10(66.7%) 5 (45.5%) 16(50%) 60 (42.9%) 
SD 38 (60.3%) 6(31.6%) 5 (33.3%) 0 15(46.9%) 69 (49.3%) 
N o interest A 1 (1.6%) 0 0 0 1 (3.1%) 2(1.4%) 
in personal N O 2 (3.2%) 0 1 (6.7%) 2 (18.2%) 0 5 (3.6%) 
development D 24(38.1%) 12 (63.2%) 9 (60%) 3 (27.3%) 15(46.9%) 63 (45%) 
SD 36 (57.1%) 7 (36.8%) 5 (33.3%) 6 (54.5%) 16(50%) 70 (50%) 
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Table 5.16 showed that 90.7% (combining Strongly agree and Agree) of all 
respondents strongly supported the view that lack of time was a major barrier to 
engaging with CPD activities, and 100% of those working in neurological 
rehabilitation, with only 7.8% of all respondents disagreeing with this item. Lack of 
ftmding appeared to be another major barrier with 69.3% of all respondents reporting 
funding as a barrier, although 93.3% of physiotherapists working in care of older 
people agreed it was a barrier to their CPD, the least support fi-om those working in 
Other specialties at 56.2%. Support fi-om their manager was reported as less of a 
barrier than funding fi-om their employer; Avith 35% of respondents agreed that lack 
of support form their managers was a barrier to their CPD. The interviews provided 
the opportunity to explore the issues of time and fimding in more depth and the 
responses from the interviewees are presented in section 5.8.1. 
5.8.1 Principal components as barriers to engaging in CPD 
In relation to barriers to engaging in CPD, the error bar graph in Figure 5.8 shows an 
apparent grouping of items into 4 separate clusters, although this is less clear than in 
Figure 5.7 when looking at the reasons for engaging in CPD. 
Figure 5.8 Error bar graph showing items as barriers to CPD 
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This was further explored by carrying out a Factor Analysis using the Principal 
Component method, based on a scree plot test (Appendix XVII) (Green et al, 2003) 
which produced four components and confirmed there was a pattern in the response 
from participants in the survey to barriers to their CPD. 
Table 5.17 reports the total variance explained and Table 5.18, the rotated factor 
matrix, which displays the results of the Principal Component Analysis, revealing 4 
components as barriers to engaging in CPD activities, and the factor loadings for 
each item. The components were interpreted by naming them based on the size of 
the loadings and the items they relate to. On the basis of the content of these four 
sets of items, it is suggested that these components correspond to the concepts of: 
Poor recognition and reward, Inadequate support systems. Personal apathy, and 
Perceived lack of ability. Items 8, 9, 10 and 11 from Figure 5.7 are most associated 
with Poor recognition and reward; items 1, 2, 3, 4 and 5 are associated most writh 
Inadequate support systems; items 6, 7, and 14 are most associated with Personal 
apathy, and items 12 and 13 are most associated with Perceived lack of ability. 
Table 5.17 Total Variance Explained 
Extraction Method: Principal Component Analysis. 
Component Extraction Sums of Squared Loadings Rotation Sums of Squared Loadings 
Total 
% o f 
Variance Cumulative % Total 
% o f 
Variance 
Cumulative 
% 
1 3.786 27.044 27.044 2.932 20.945 20.945 
2 2.497 17.837 44.881 2.573 18.379 39.325 
3 1.623 11.592 56.473 1.860 13.287 52.611 
4 1.309 9.347 65.820 1.849 13.209 65.820 
The eigenvalues (k) and proportions of variance for these components accounted for 
were as follows: Poor recognition and reward, X,=2.9, and accounted for 20.9% of the 
total variance; Inadequate support systems, X,=2.6, and accoimted for 18.4% of the 
total variance; Personal apathy, >,=1.9, and accounted for 13.3% of the total variance; 
and Perceived lack of ability, X,=1.8, and accounted for 13.2% of the total variance. 
In total, the four components account for 64.3% of the variable variance. Internal 
consistency of Likert scales using Cronbach's Alpha was acceptable to good (.653 to 
.891). 
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Table 5.18 Primary Factor loadings for the four-component solution for the 14-ltem 
Likert-response question relating to barriere to engaging in CPD (Rotated component 
matrix) 
Components 
2 3 4 
Poor Inadequate Personal Perceived 
Items as barriers to engaging with recognition support Apathy lack of 
CPD & reward systems ability 
Lack of professional reward .859 
Lack of academic reward .835 
Lack of personal reward .767 
Lack of financial reward .767 
Lack of support from my peers .825 
Lack of support from other 
colleagues 
Lack of support from management .712 
Lack of fiinding from my employer .584 
Lack of time .579 
No interest in personal development .795 
No interest in professional developmc .669 
No interest in academic qualifications .486 
Personal lack of research skills .873 
Personal lack of appraisal skills .756 
% of variance explained 20.9% 18.4% 13.3% 13.2% 
Cummulative% of variance 20.9% 39.3% 52.6% 65.8% 
Cronbach's Alpha ^41 .m ^53 .725 
Extraction Method: Principal Component Analysis. Rotation Method: Var imax wi th Kaiser Normalizat ion. A 
Rotation converged in 7 iterations. 
A Friedman ranks test on data from all respondents found that Poor recognition and 
reward ranked highest, followed by Inadequate support systems, then Personal 
apathy, which ranked above Perceived lack of ability, as barriers to CPD, with p< 
0.001. When each sub-grouping was analysed independently the rank order was 
consistent across all variables of: clinical speciality, years in present clinical 
specialty, grade, years in present grade, work settings and gender, with p< 0.01 
across all groupings, apart from years in grade grouping (16 years and over category 
p=0.15), and employment grouping (locimi p=0.392), and these results are 
simimarised in Table 5.18. Thus there is 95% confidence that respondents in each 
subgroup, apart from Locums, would rank Poor recognition and reward highest, 
followed by Inadequate support systems, then Personal apathy, which ranked above 
Perceived lack of ability, as barriers to CPD. 
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Table 5.19 Friedman's ranic test on resuits of components identified as barriers to 
engaging with CPD 
Ranks Friedman test statistics 
A l l respondents 
1 2 3 4 
Poor 
recognition 
and reward 
Inadequate 
support 
systems 
Personal 
apathy 
Perceived 
lack o f 
abi l i ty 
N Chi-
Square 
df Sig. at 
p<.05 
3.39 2.43 1.59 2.59 140 154.26* 3 .000 
Years qualified 
0-5 years 3.65 2.53 1.60 2.22 47 74.14* 3 .000 
6-15 years 3.28 2.53 1.54 2.66 40 42.50* 3 .000 
Over 16 years 3.24 2.27 1.63 2.86 53 50.93* 3 .000 
Clinical speclalt 
MSK 3.36 2.44 1.61 2.59 63 66.85* 3 .000 
Neurorehabilrtat 3.68 2.53 1.55 2.24 19 32.69* 3 .000 
Care of elderly 3.30 1.97 1.73 3.00 15 16.87* 3 .001 
Cardlovascresp 3.18 2.95 1.36 2.50 11 14.25* 3 .003 
Other 3.38 2.39 1.59 2.64 32 34.29* 3 .000 
Years in specialty 
0-5 years 3.51 2.57 1.59 2.33 67 88.52* 3 .000 
6-15 years 3.17 2.33 1.58 2.92 51 51.54* 3 .000 
Over 16 years 3.60 2.25 1.64 2.61 22 25.80* 3 .000 
Grade 
Junior 3.56 2.52 1.59 2.33 41 58.57* 3 .000 
Senior 3.36 2.39 1.58 2.68 83 88.96* 3 .000 
Manager 3.09 2.44 1.69 2.78 16 12.38* 3 .006 
Year In grade 
0-5 years 3.43 2.42 1.60 2.55 96 112.10* 3 .000 
6-15 years 3.25 2.57 1.59 2.59 38 35.56* 3 .000 
Over 16 years 3.50 1.83 1.50 3.17 6 10.40* 3 .015 
Employment 
Full time 3.40 2.54 1.64 2.42 98 103.37* 3 .000 
Part-time 3.41 2.14 1.46 2.99 40 60.41* 3 .000 
Locum 2.25 3.25 1.75 2.75 2 3.00 3 Not 
sienificant 
Work setting 
Primary care 3.27 2.50 1.60 2.63 15 14.05* 3 .003 
2ndary care 3.42 2.45 1.63 2.51 75 86.36* 3 .000 
Community 3.40 2.26 1.54 2.80 35 41.51* 3 .000 
Mixed 3.30 2.70 1.53 2.47 15 15.92* 3 .001 
Academic qualifications 
Diploma 3.23 2.26 1.64 2.87 58 56.42* 3 .000 
Degree 3.50 2.59 1.56 2.36 63 85.62* 3 .000 
Masters 3.47 2.45 1.58 2.50 19 22.53* 3 .000 
Doctorate 3.23 2.26 1.64 2.87 58 56.42* 3 .000 
Gender 
Female 3.20 2.45 1.70 2.65 20 16.50* 3 .001 
Male 3.42 2.43 1.58 2.58 120 138.24* 3 .000 
* significant below p<0.05 
In relation to items that respondents reported as barriers to preventing them from 
engaging in CPD activities the mean scores of each of the survey items were 
calculated and rank ordered; the outcome is illustrated in Table 5.20, and also shows 
the associated principal component that the item was linked to. 
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Table 5.20 Rank ordering of Items perceived as barriers to CPD based on mean 
scores 
Associated principal 
Position Item component Mean rank scores 
1. lack of time Inadequate support systems 4.32 
2. lack of funding from my Inadequate support systems 3.74 employer 
3. lack of support from 
management 
Inadequate support systems 
2.79 
4. personal lack of research skills Perceived 2.74 lack of ability 
5. lack of financial reward Poor recognition & reward 2.66 
6. lack of support from other Inadequate support systems colleagues 2.42 
7. lack of professional reward Poor recognition & reward 2.41 
8. lack of support from my peers Inadequate support systems 2.39 
9. lack of academic reward Poor recognition & reward 2.24 
10. personal lack of appraisal skills Perceived 2.21 lack of ability 
11. no interest in academic 
qualifications Personal apathy 2.20 
12. lack of personal reward Personal apathy 2.06 
13. no interest in professional Personal apathy 1.61 development 
14. no interest in personal Personal apathy 1.56 development 
5.8.2 Lack of support 
As indicated in Table 5.16, 90.7% of respondents indicated that time is a factor and 
the following comment from an interviewee gives more detail on this, relating time 
to workload in critical care as a special problem: 
The difficulty is for the more experienced physio(therapist) and how 
they allocate CPD time within a very, very, heavy workload and 
schedule. Particularly i f you are looking at critical care, you cannot 
just walk away from patient care, there has to be someone here, or on 
call, 24 hours. (Interviewee C) 
Lack of funding was also seen as a barrier by 69.3% of all respondents, and by 
93.3% of those working in care of older people (Table 5.16), in some cases this leads 
to people paying for themselves: 
But for me it was probably the Bobath course I paid for it myself and I 
enjoyed the child protection course, but that is because I have a 
personal interest in the area for a future job and hopefully by the time 
I get my paediatric rotation J will be able to use it (Interviewee N) 
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In Other cases the decisions are made at the last minute when some funding can be 
found even though it could be considered it is a relatively small amount: 
I think as far as funding goes, we are still well under-funded, for the 
necessary courses - I've just completed one which cost about £600 -
that is part of the National Falls work and needs to be put into action in 
this area, and yet we didn't have the funding to do the course. Then at 
the last minute whoever the Falls co-ordinator was they found a pocket 
of funding. It's a six day course and it's an evidence based national 
qualification for anyone working with Falls patients to try and lessen 
the effects of the falls, where it's been proven that this is the most 
effective way to do so. (Inter^ 'iewee U) 
The comments above raises the contrast between the possibility of personal gain of 
some kind, and what might be the idealism of wanting to be a better physiotherapist 
and improve care to patients to the contrast to the barrier of lack of support from 
their employer, when 'realit)' hits': 
Reality hits and you think, 'what am I personally getting from this?' 
and / don't get the time off I simply don't go. (Interviewee K) 
Some respondents had suggested under further comments in the questionnaire 
(Appendix XVI) that there was inequity of CPD support in relation to hours 
employed. This was also supported by some interviewees, in that part-time and 
particularly locum staff do not get the same CPD support as full-time 
physiotherapists as described by Interviewee B, a locum working in respiratory care 
for the previous 5 years 
There is definitely inequity between permanent staff and locums in 
support for CPD. But 1 suppose that is 'power for the cause'. You get 
paid more money (as a locum) and a lot of the time you are there to fill 
a gap. They don't look that closely at they can develop you as an 
individual. (Interviewee B) 
This appeared to be a barrier to her future CPD aspirations in terms of funding and 
time, as she explains: 
For instance, I did a week-long external course on CBT (Cognitive 
behavioural therapy) where / had to take unpaid leave to attend and 
pay all the fees. My patients have benefited from that because they are 
end- stage COPD (Chronic obstructive pulmonary disease) and they 
have anxiety on top of the physical symptoms. I would really like to do 
the Diploma in CBT but that means I would need to take up a full time 
post, as it is day release over a year. It will be run at a local hospital, 
so I would like to that i f I get the chance. But the thing with being a 
locum is, you are financing everything yourself the fees, and any time 
you take off, you are financing that too. I get paid more as a locum, but 
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I don't get holiday pay, sick pay or funding for CPD. I get away with 
attending clinical supervision each week because that is about patients 
off the ward that are being discussed, so that is seen as part of my 
workload. I suppose it is cost effective as I can see more patients in 
less time, and / don't take time out of my working hours to go on 
courses. And I suppose through the in-service sessions I'm passing on 
my expertise to junior staff. (Interviewee B) 
A number of interviewees believed that in the existing culture within physiotherapy 
support for CPD was not seen as important compared to other professions, and while 
physiotherapists themselves always prioritise patient care above their own CPD 
needs this will remain a barrier, as described here, where everything else is 
contrasted with the priority of patient treatment: 
Well other professions are given study time, but in physio(therapy) 
you have your in service CPD time, and mandatory courses that you 
have to go on, and then the meetings you need to attend. This is all out 
of clinical time. So when do you get time to treat your patients? 
(Interviewee C) 
Table 5.16 shows that approximately a third of respondents (35%) saw lack of 
support from management as a problem and this has been illustrated in the previous 
quotations, but only one interviewee commended the support from her managers and 
employers and gave us some insight into the thinking of the other two thirds: 
The managers, their bosses, the directorate, have been really positive 
and encouraging, and say this is really good to have a clinician doing 
research. It is good for the Trust, it is great for them at the end to be 
able to turn round and say one of our physio(therapists) has just done a 
Doctorate. (Interviewee H) 
It is notable that the emphasis here is on the status of Doctorate and research which 
this interviewee's managers saw as important. 
5.8.3 Self doubt v reassurance 
Although as Table 5.16 shows, the questionnaire asked respondents about aspects of 
self-development - and their interest or lack of interest in this in terms of skills, the 
interviews also brought out the issue of confidence, which had not been explicitly 
anticipated in the questioimaire. The self-confidence is linked to other factors 
mentioned earlier - keeping up to date and learning and questioning, and in that 
sense seems to be a consequence of other reasons: 
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CPD makes you more confident in your job and you are able to give 
the care that you want to give because you know you are doing the best 
for the patients, i f you're up to date with your CPD and i f you're not, 
you know there are times when you have got to step back and do a bit 
of learning yourself again to make sure you are up to date with your 
practice. (Interviewee L) 
Some interviewees reported lack of confidence in their own ability with regard to 
attending courses with assessed components, with some believing Master's level 
study was beyond their capability, particularly i f they had qualified as a 
physiotherapist at diploma level, including one who was employed as a clinical 
specialist. The reasoning can be based on comparison with peers: 
I feel I have got to do a lot more things before I would feel confident 
enough to do postgraduate study. / am very hard on myself, and I 
suppose I am comparing myself to my peers. (Interviewee J) 
or a matter of anxiety about theory or academic work despite much practical 
experience: 
I actually qualified with a graduate diploma and had never topped up 
to a degree. So / went into the Master's with some trepidation and they 
agreed that I could do my first year and see how I got on, because 
obviously, although I had a lot of practice experience and had done a 
lot of courses, it wasn't formally evaluated academic work. So I did 
the first year and survived reasonably unscathed, and went on to finish 
my Masters. (Interviewee I) 
Whereas others comment on how postgraduate study has increased their confidence 
and self esteem: 
So that (MSc) has been helpful to me, and the service. Again, you are 
confident you are giving the best treatment, and the best treatment at 
the right time. (Interviewee L) 
and in self-esteem the comparison with peers and their views is important: 
In terms of my own self esteem it (MSc) has been good, but I think in 
terms of the way I am viewed by others that has altered too. 
(Interviewee P) 
Some interviewees preferred external courses or conferences in order to 'learn fi-om 
the experts', although often this appeared to be for reassurance that what the 
'experts' were doing was in fact no improvement than their own practice, which in 
turn gives confidence. 
CPD helps me to know that I am up to date, I haven't been left behind, 
I haven't got complacent. I would find a great deal of benefit in going 
to listen to what are deemed 'the experts', which you find in the CF 
meetings. Listening to them and then thinking 7 do that anyway'. 
(Interviewee C) 
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5. 9 CPD CHOICES 
We saw in Section 5.6, that there were differences in priority of activities from the 
survey responses in relation to the types of activities and choices made by those 
working in different specialities (Figure 5.3) and at different stages in their careers 
(Figure 5.4). In Section 5.7, the reasons for engaging with CPD were explored from 
the questioimaire data. The interview data brought out another set of dimensions in 
the thinking of participants, with respect to for example types of CPD and the value 
and interpretation put on them 
5.9.1 Informal CPD and the value of experience v postgraduate programmes 
Informal leaning activities can include: work based learning activities, such as, in-
service CPD sessions, mandatory activities, mentoring and shadowing more 
experienced staff; and self directed learning such as reading, reflective practice and 
portfolio keeping. Overall 79% of respondents had been involved in mandatory CPD 
with 100% of those working in mixed settings. There was some disagreement among 
the interviewees on whether mandatory training, such as health and safety and manual 
handling updates should be classed as CPD, with the majority viewing mandatory 
training as keeping up to date and revising basic standards, whereas CPD had an 
emphasis on development of the individual, as shown here: 
CPD is time to develop. I would say that mandatory training is not 
development, it is tnaking sure that you are up to date and able to re-
visit issues, such as hand washing, fire safety talks, that sort of thing. It 
is not development^ you are not learning anything new, you are just re-
visiting what you already knew. I would not count that as CPD. 
(Interviewee K) 
Shadowing more experienced physiotherapists was viewed as a valuable experience 
particularly by jimior physiotherapists in the early part of their careers. 29% of all 
respondents had participated in shadowing others in clinical practice in the previous 
year, with the highest participation from junior clinicians (54%). This is illustrated 
by the following comments, where the emphasis is on learning from others' 
experience: 
In the areas where you have a lot of senior support, where you have on 
the job learning, MSK, spinal injuries, neuro, that is where you will get 
the on the job training, because you have the experienced staff there 
with you (Interviewee F) 
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And this is contrasted explicitly with external courses: 
My initial post as a junior (physiotherapist) was very much learning 
clinically fh)m my senior more experienced physio(therapist)s - not 
necessarily going on external courses, but more recognising the fact 
that they had a lot more experience than you and things like: 
questioning, and shadowing and having the opportunity to Iry 
techniques under their supervision and gaining in confidence from that 
sort of thing. (Inier\'ie v, c c U) 
On one of my rotations I got a lot of training, because I did manual 
handling training to staff in the hospital. It isn't something you would 
normally be involved in as a junior, and I was only working with one 
person, so / did quite a lot of shadowing. I didn 7 do a lot of external 
courses as a junior. (Interviewee S) 
The importance of experienced staff becomes all the more evident when they are not 
available, but in this case even minimal experience is seen as valuable: 
The medical rehabilitation rotation was probably one of the worst 
rotations, because there wasn 't a senior to shadow and probably being 
truthful I learned a lot from the therapy assistants that were there, 
because they had been there for years. They were working with mc 
and I learned as much from them as from anybody. 
(Interviewee F) 
Furthermore experience is not unitary. People with experience are varied and it is 
this variety which is contrasted with other kinds of CPD: 
The fact that people have different styles of sharing that knowledge 
with you helps you too, because you get exposed to different people 
who will make different demands on you as a junior. So I think I 
probably learnt more from experience of working, and from my senior 
clinicians, than I probably did from attending any other sort of CPD 
activity. (Interviewee I) 
However work based learning activities and experiential learning did not appear to 
be enough for some interviewees who had a post-registration Master's degree or 
were attending postgraduate programmes or modules. They did not believe that 
experiential learning was as efficient as the critical thinking tliat is encouraged on 
Master's level progranmies, and the following conmients are indicative of their 
views: 
You do learn through experience but you learn a lot quicker and a lot 
deeper if you have the skills to analyse and challenge what you read or 
what you hear. The Masters changed me, it made me think differently. 
(Interviewee A) 
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Now that I have a Masters / can appreciate that your thinking moves 
up to a higher level. It gave me a huge amount of confidence as well, 
that I could do it, that I could write academically, I could source 
information, 1 could critically evaluate that information, and I could 
put a piece of work together. (Interviewee I) 
This was contradicted by others who did not have any experience of Master's level 
study and challenged these views, believing in one case that: 
you can be a very good clinician, and work in whatever field 
you want to work in, without going on a Master's programme. 
(Interviewee 1) 
In another case the point was made that the experience and study are complementary 
and there is still a tendency to give more emphasis to experience 
Every patient that you see is different and you can apply what you 
have learned on a course, but it is also important to remember that 
you need the experience to know how to deal v«th a range of 
patients, and that comes with experience, not from a course. 
(Interviewee G) 
In other cases the objections were to the ways in which academic courses are seen as 
important for careers and as we have seen earlier some people are critical of career-
orientation and the impact of new policies: 
Not everyone wants to go on to do a Master's programme. I think 
that if you want to go on to specialised post and the powers that be say 
you must have a Masters in a particular field I don't know how that 
would affect the profession to be honest. / think this is one of the big 
problems that's come up with the Agenda for Change that anything 
that you've done, unless you have a Masters, just doesn't count, which 
I think is extremely narrow minded. (Interviewee U) 
Another aspect is the sense of lost opportunities and the resentment this causes 
towards younger people: 
I think people qualifying now-a-days, there is almost an expectation 
that in a few years time that (get a Master's) is exactly what they will 
do. People are now doing their PhDs and their Doctorates, these were 
not things that were not options when 1 was more junior, and I think 
there is some resentment sometimes from people that feci those options 
weren't open to them, at the same level. (Interviewee I) 
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This contrasts with the idea that courses are only undertaken for personal reward 
through promotion or increase in pay, which was discussed in section 5.7.3. Some 
physiotherapists warn that there needs to be a balance between experience in the 
work place and formal courses: 
Some physio(therapist)s haven't had the experiential learning, so their 
delivery to the patient isn't good. They become a bit like an 
automaton, they are talking in 'text book terms', instead of relating it 
to 'patient terms'. So they are not able to apply it appropriately in 
order for the patient to benefit. (Interviewee J) 
And we come back to the contrast between experience and 'the course': 
Every patient is different you see, and you can apply what you have 
learned on the course but you also need the experience to know how to 
deal with this patient (Interviewee G) 
5.9.1.1 Self-directed learning v formal courses 
Participation in self-directed learning activities was reported as a high priority by 
28% of respondents (Figure 5.2), with 69% participating in portfolio keeping, and 
67% in reflection on practice, in the previous year. Interviewees explain how 
reflective practice and the recording of this in a professional CPD portfolio can 
benefit the individual physiotherapist and the service who employs them: 
I have always kept a reflective diary, so if I'd had a complex patient or 
i f I'd had a really good result with a treatment, / would write up what I 
had done, then reflect back on it and say 'this is a good way to treat 
this and it has potential for other patients', or 'never use that 
technique again as it didn't have a good result'. 
(Interviewee H) 
I keep my own portfolio. Basically I used what we had at university, if 
there has been a critical incident /put down what the incident was, how 
it affected me, and how it would change my practice. And since 
graduating I have just carried on doing that. When I was a junior 7 
reflected and wrote it up when I learnt a new skill. (Interviewee F) 
As mentioned in section 5.8.2 lack of time was reported as a major barrier to 
engaging in CPD activities. Here one interviewee explains how he overcame this in 
his first junior post by utilising any spare moment to learn; taking the opportunity to 
read books whenever the opportunity arose, for instance if a patient cancelled an 
appointment which left a slot of time in his working day: 
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I thought ' I am going to use the time I've got to go and read a book'. 
So if a patient didn't turn up I would have a book on my desk, any 
book off the shelf that was related to that area I was in. So / decided 
to use that time to read a particular thing, not the whole lot, but I 
would think about what I didn't know and then read up about that. 
(Interviewee A) 
5.9.1.2 Reading v critical appraisal 
As shown in Table 5.9 92% of all respondents reported reading as one of their self-
directed CPD activities in the previous year, 74% reported participating in on-line 
searches, and in Table 5.11 94.2% agreed that the use of evidence based practice was 
a reason for engaging in CPD. However only 29% of respondents had participated 
in journal clubs (Table 5.9), which would have given them the opportunity for 
critical appraisal and discussion on the content of that reading. Despite this lack of 
participation in journal clubs a number of interviewees extolled the benefits, both as 
a facilitators in setting up and ruiming a journal club (Interviewees I and V) and as 
participant (Interviewee E): 
1 picked a paper that was quite easy to read, that had strengths and 
limitations in is methodology, and everyone had that paper for at least 
2 weeks, and they knew that they were going to be questioned about it 
when they came to the next in-service. So everyone read it which was 
good and then we went through each section, the title, the abstract, the 
methodology etc., we basically picked the paper to pieces, but it 
actually gave them the idea of what they needed to look for in 
appraisal. (Interviewee I) 
I was involved in setting up a journal club because there is an 
emphasis on evidence based practice, which we weren't really 
addressing properly. Ry setting up a journal club it was useful to other 
members of the team. (Interviewee V) 
I don't think I realised how much the critical appraisal of research 
papers helps when you are doing project work, that you are able to 
search through the literature and pull it all together, they way you can 
accept certain bits of evidence and not others- I think it (the journal 
club) has made a big difference to me and others. 
(Interviewee E) 
However some interviewees came across apathy from their colleagues with 
Interviewee H raises the point that having participation in an activity does not 
necessarily mean that they will learn anything from that activity or that will lead to 
an improvement in their practise, and a high participation in reading may not mean 
critical analysis of what is being read: 
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Everybody would be given a paper they would go away and read it and 
then everybody would come back and discuss it and though half the 
people never bothered reading it and those of us that did read it didn't 
really get much fi-om it because all you were doing was reading, not 
critically appraising what they read, we didn't change practice in any 
way. (Interviewee H) 
For many challenging practice was a key outcome of critical appraisal, with some 
interviewees describing how CPD had helped them to challenge their own practice 
and to challenge existing research. Some interviewees believed it was having the 
skills in critical thinking, critical reflection and critical appraisal of the literature, that 
came with postgraduate study had the most value for the individual physiotherapist 
and as a consequence, the greatest impact on patient care by assisting them to be able 
inform their future practice: 
Now I've done a Masters module on critical appraisal of the evidence 
I now wonder how 1 got my first degree. Previously I'd read an article, 
well kind of read the sununary and the conclusion, whereas now it's 
totally different. I think / do read it properly now because I 
understand it, whereas I don't think I did before, and I think that's 
what's made a big difference. (Interviewee E) 
Prior to that [an MSc programme] I would read the abstracts of a paper 
in the journals and I'd think that was all it was, and that was when I 
actually started to look at ''well what does this mean?'* and ""how can we 
learn from it?'' (Interviewee H) 
5.9.2 Experiential learning v clinical courses 
The most popular t^ 'pes of CPD reported by the respondents in the surx'ey and the 
interviewees were clinical skills courses, with 44% of all respondents having been on 
a clinical course nm by a clinical interest group, and 31% had been on a specialist 
couise (Table 5.9), such as those delivered by nation and internationally recognised 
courses from the Bobath Centre, Society of Orthopaedic Medicine (SOM), or 
Manipulation Association of Chartered Physiotherapists, in the previous year. Other 
courses named by interviewees included: Acupuncture, Muscle imbalance, and 
Kinetic Control. Table 5.11 reports that 98.5% of respondents agreed that they 
engaged in CPD to improve their clinical skills. This was strongly supported by the 
interviewees in explaining the type of CPD they preferred, for example: 
I was looking for something that would develop my clinical skills. 
(Interviewee J) 
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I was still improving my clinical skills and consolidating them. I'm 
more interested in remaining a competent clinician than I am 
becoming any sort of a manager. (Interviewee K) 
I wanted to go on courses that would improve my clinical skills and 
help me in my role. (Interviewee V) 
When asking interviewees how they decided which course to attend, they said their 
decisions were mainly based on recommendations from other colleagues, and to a 
lesser extent firom Frontline (the CSP fortnightly magazine), where they would look 
to see i f the course was being run by a nationally recognised organisation or 
individual, such as: 
I had some friends who worked at [another hospital] who had gone on 
these courses, kinetic control and muscle imbalance, who just said they 
were really, really brilliant. People had raved and raved about them so 
it was really friends' recommendations that I went oa 
(Interviewee E) 
Some interviewees s{}oke about how they valued clinical courses in their speciality, 
and by many these were seen as more important than academic programmes, as 
described here: 
I think it is still more the clinical courses that are important rather 
than academic courses, certainly if you are working with inpatients 
(musculoskeletal). (Interviewee B) 
Two interviewees however explain that for clinical skills courses to be of value they 
also needed to be able to practice these new skills in the work place: 
Your handling skills would improve by doing the Bobath course, yoiu" 
handling skills would certainly improve and you also learn when you 
apply the skills through your professional practice. Because most 
individuals have to finance themselves they would only attend courses 
like that if they knew it was going to be really usefid to them. 
(Interviewee G) 
Here this interviewee gives more details about why clinical skills courses are of value 
in using a problem solving approach to produce more effective treatment: 
The Bobath course focused me much more on problem solving and 
actually trying to get the root of the problem, rather than managing 
how the problem would manifest. 1 t^came much more focused on 
making sure my treatments were effective. What was important was 
what benefit you could demonstrate firom your treatment and what 
carry over it had. (Interviewee I) 
And also those that were based on evidence based practice through research: 
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That was a lower limb rehabilitation) course for treatment of common 
injuries, it was run by an Australian physio(therapist) who had done 
research, and worked with sports teams, so that was really good. I 
was able to use things from that, that / could use in out-patients. 
(Interviewee Q) 
Other interviewees spoke about the importance clinical skills courses to keep 
practitioners up to date with technology and the use of equipment, as explained by 
this senior clinician who worked in respiratory care on an intensive care unit (ITU): 
Those courses that specialise in respiratory care made it much easier to 
work on ITU; I have more background knowledge of equipment, of 
ventilators, so that makes me feel more confident, comfortable in that 
I'm doing what I should be doing. (Interviewee B) 
As seen above Interviewee G also emphasised the views from other respondents in 
the survey and interviewees that often due to poor fimding from their employer 
(Table 5.16) they had to fund themselves on external courses and that they would 
only do this i f they believed the course was of value. 
Some interviewees expressed opposing views that experiential working in practice is 
a more valuable way of learning than attending clinical courses, as exemplified by: 
And being a person who likes to provide a good service, I believe what 
you learn from doing your job is more important than any course you 
could possibly go on. 
(Interviewee K) 
This interviewee was more opposed to academic, theory-based courses than skills 
based courses, believing that it was the practical components that were the most 
important content for physiotherapists: 
Courses, I find are good for broadening the knowledge base, or 
broadening outlook on how something's done but I think in a 
profession like ours where there is so much one to one and we touch -
we learn a lot through our hands and our eyes, so you can V learn 
from someone speaking to you or from watching a film - it's just a 
ver>' personal observation that I think we learn that way. 
(Interviewee U) 
In looking at the outcomes of CPD some interviewees were able to give examples of 
CPD activity and explain that the direct impact on the individual practitioner, the 
patient, and the service. Here interviewees give examples of the outcome of their 
CPD following clinical courses they had attended, one on Wheelchair Prescription, 
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two on Acupuncture, and one on neurological rehabilitation, all commenting on the 
benefits of reduced waiting or treatment times, increased treatment options and pain 
relief: 
I have been on a wheelchair accreditation course which was 
something I couldn't do in house, but it has been very useful because 
now I can prescribe wheelchairs for patients on my other rotations. I 
think it has had an impact on the service and on patient care, as 
patients can be discharged quicker because they don't have to wait for 
an £q}pointment to go to a separate clinic to be assessed for a 
wheelchair. (Interviewee N) 
The acupuncture course was really beneficial as I use it for the 
treatment of pain, which has reduced treatment times by using a 
different method of pain relief (Interviewee F) 
I learned acupuncture quite early on so I could offer patients 
acupuncture as an option, you do learn new techniques, and new ways 
of doing things and you can offer more options. (Interviewee 0 
With neuro(logical rehabilitation) techniques, i f by using a different 
teclinique we are having an improved effect on tone, for instance, we 
are not having to splint the patient I did a basic course in neuro, then I 
did the advanced course I also did various short courses: treatment to 
the hand, and the motor releaming course. I did them because I wanted 
to increase my knowledge for my own sake, and also for the sake of 
the patients of course. (Interviewee F) 
Even interviewees with many years experience in practice and having attended many 
CPD activities throughout that time thought it was still important to keep up to date 
with new skills: 
You can change how you actually do something over time and I think 
it is sometimes good to go back and refresh on what you are actually 
doing day to day. In the recent (acupimcture) course I did, the needles 
were pushed much further in to the tissues and I started using that 
(technique) and I think with good effect. (Interviewee V) 
The value of respiratory skills courses, in particular Preparation for on-call 
respiratory care courses for newly qualified physiotherapists, was raised by most of 
the interviewees, as all graduates in their first post have to pass locally agreed 
competencies in respiratory before they can go on the on-call rota for out of hours 
respiratory care. These programmes involved theoreticzil and practice components 
followed up with practice in the work place in order for clinicians to demonstrate the 
competencies, which supports the view that courses with clinical skills components 
that can then be practiced back in the work place are important: 
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You have to pass all the competencies before you can go on the on-
call list. You do a 3-day preparation course run at [another hospital], 
but you still have to go back on the wards and pass all the 
competencies or you don't get on to the on-call list. (Interviewee B) 
One interviewee who is registered on a PhD emphasised the change in the type of 
CPD she would choose now, as opposed to when she was working purely as a 
clinician and prior to registering on her PhD studies. She now viewed conferences 
which presented the most up to date research as the most important to her: 
I would be much more tempted now to go to a conference, even i f it 
were in connection with my clinical work, than Just to go on a clinical 
course. I'm not saying I don't think you should develop your clinical 
skills at all, that's not what I'm getting at. But for me, because I think / 
need to get evidence to support what I am doing for my PhD research, 
I think that is where the conference side of things come in, because that 
makes you actually think about your clinical practice, because you are 
already at that level. (Interview H) 
5.93 Personal desire v service need 
There appeared to be a tension between what individuals wanted to do in terms of 
their own learning needs (Figure 5.2; Table 5.11) and what the service actually 
required, and therefore what employers were prepared to support in terms of fimding 
and time away from the workplace to attend courses. One interviewee who was a 
physiother^y manager in a lai^e Acute Trust explained how managers would want 
to know what the impact of a course would have on the service, rather than the 
individual practitioner, in order to support staff attending courses: 
As the managers of the service we were beginning to think 'well 
what's in this for physiotherapy?' We could see what is in it for 
individuals in terms of advancement of their career, and all the things 
you get out of doing the Masters, but what difference is it actually 
going to make to practice i f people do it? (Interviewee I) 
This manager also highlights staff interest in popular clinical courses such as 
Acupuncture, and raises concern that the staff interest may be in excess of ^ a t the 
service requires: 
We have lots and lots of people, lots of juniors who want to do 
acupuncture so we are a little bit cautious about spending a lot of 
money for a lot of people to do acupuncture, that they may or may not 
be able to use. When we looked at how many people were actually 
using acupuncture on a regular basis it was about 4 people. So in 
relative terms we don 7 need 30people that can be trained to do it. 
(Interviewee I) 
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Interviewee V raises similar issues in relation to injection courses as well as 
acupuncture, where individtial interest may be greater than service need: 
'Should we send ten people off on the same course, or should we get 
people to specialise more in particular areas?' It may be that a service 
might need someone to be able to give injections, but you don't need 5 
people in a small service to be able to inject. Whereas where we had 
all done the acupuncture course we did not have a real specialist in 
acupuncture. So it might be that the organisation may want to look at 
limiting who is specialised in different things. 
(Interviewee V) 
The following interviewee was also concerned about sending too many 
physiotherapists on courses that they may not be ready for, resulting in them being 
over-confident, which could have a negative effect on patient care: 
I think the patient can suffer as well because there is a barrage of 
education, so they [the junior staff] are hit with everything, and then 
they think they are experts, because people label them as experts, 
because they have been on a few courses. But really they haven't had 
the experiential learning, so their delivery to the patient isn't good. 
They become a bit like an automaton, they communicate with 'talking 
text book terms', instead of relating it to 'patient terms'. So they are 
not able to apply it so that the patients' benefit. (Interviewee J) 
5.10 OUTCOMES OF C P D 
All interviewees believed the various CPD activities they had engaged in over their 
career had had an positive outcome on improving the service they delivered to 
patients (section 5.10.1); and they also described the impact CPD had on their own 
self development (section 5.10.2) and how their new knowledge and skills could be 
shared with other colleagues (5.10.3). It was however noticed that although most 
interviewees identified certain CPD activities that had a positive impact on patient 
care when this was explored further in the interviews some interviewees had 
difficulty in verbalising how specific activities produced specific outcomes that had 
a direct impact on patient care. Those best able to articulate positive outcomes were 
interviewees who were involved in or had already completed postgraduate study. 
5.10.1 The impact of C P D on patient care and service improvement 
As raised in section 5.7.1 improving patient care was strongly supported by 99.3% of 
respondents as a reason for engaging in CPD (Table 5.11) Even when asked how 
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each of the interviewees as individuals had benefitted from different types of CPD 
activity, the interviewees responses were overwhelmingly based on wanting to 
improve patient care. 
I covdd work more autonomously and more confidently as a 
practitioner in terms of the skills I could offer patients, the way I could 
communicate with them, and involve them. (Interviewee I) 
Even i f only a limited nvmiber of practitioners were supported to go on an external 
CPD event, they would expect to share that new knowledge and skills with the team 
on their retum: 
I think our CPD at present is very much what benefit would it be to the 
service, and therefore our clients, 'Are you going to go and therefore 
teach us it so we are up to date'. (Interviewee M) 
One interviewee has published a paper based on his research as a result of his MSc 
that would allow physiotherapists and other health professions working in respiratory 
care to improve their practice and benefit patients on intensive care imits, through 
presentation of his research at conferences: 
I had a paper published about 18 months ago in Connect, which is the 
journal for the World Confederation of Critical Care Nurses. I also 
presented different stages of my research to different conferences. 
(Interviewee L) 
Courses can offer the opportunity of getting a wider perspective on the care of 
patients in their specialty, and explained here by a senior clinician working in 
respiratory care, who wanted to find a more holistic way to care for her patients who 
have cancer, rather than only looking at physiotherapy treatments: 
I have gone out on a tangent slightly at times, for my own 
information and understanding perhaps. I have looked at learning 
more about cancer, and the treatment of cancer, chemotherapy and 
the effects it has on the patient. Because I am treating patients with 
that disease then I would want to learn about that disease and the 
treatment for that disease, to help me have a greater understanding 
of what is happening with the patient. So it isn't just the 
physiotherapy respiratory care, it is also getting the broader 
perspective on the medical condition. (Interviewee C) 
Some interviewees believed physiotherapists can learn from taking a wider view of 
physiotherapy by looking at policy decisions around health economics, rather than 
just learning new or advanced clinical skills, and that this can improve their practice. 
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by improving the quality of the time spent with patients, as explained by a clinical 
specialist in musculoskeletal services, who is studying an MSc programme: 
I have seen the value in than sort of course [an MSc programme], it 
helped me to look at the politics of the service rather than just the 
nuts and bolts of which patients you are going to treat. It helped me 
to view things differently, helped me to question my practice. Now 
clinically I see patients far less than I ever did, but I treat them far 
more effectively. (Interviewee A) 
Interviewee V explains how she believed that her MSc not only was of personal 
benefit, but would also benefit the service that employed her, by being able to use 
her new knowledge to facilitate others to improve the service, saying: 
I would like to develop others, you know, to improve the service. I 
don't think I could have just done it and then not used it. It has 
opened my eyes to lots of ways that you could improve what we are 
doing as a result of the knowledge I have gained. (Interviewee V) 
She goes on to promote the use of evidence based practice and how knowledge of 
health economics can improve practice: 
There is also an emphasis on evidence based medicine, which we 
weren't really addressing properly, I became more conscious of the 
fact that I could be wasting a huge amount of money and I think that as 
physiotherapists we can do, because we keep going thinking we are 
trying to get somebody better. Whereas it might be more appropriate, 
to refer them on to someone else, who is more appropriate. The MSc 
made me look at a wider perspective including health economics. 
(Interviewee V) 
The following interviewee has similar views to Interviewee V, in wanting to promote 
the use of evidence based practice: 
You have always got to prove what you are doing is best for the 
patients, best for the service, and that you have the evidence to prove 
that what you are doing is the right thing. We need to be able to 
demonstrate that we are achieving what we want to achieve. This is 
why we need to look at audit and that the outcome measiu'es we use 
measure what we set out to measure. (Interviewee F) 
Although 94.2% of respondents viewed the use of evidence based practice as a reason 
for engaging in CPD, only 39% had been involved in research or audit activities in 
the previous year. 
One interviewee who is registered on a PhD and presently only working clinically 
one day a week, felt the staff working in musculoskeletal services were also 
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benefitting from her research, through her development of clinical guidelines and 
encouragement to become more critical of their practice: 
They are reaping the benefits of my research, because I am able to 
feed things back in, such as clinical guidelines. My own research 
project had already raised questions within my peer group who 
practice with musculoskeletal. I feel that I am having quite a big 
influence in musculoskeletal team on how we take things forward with 
the effective practice part of CPD. So I have already got them looking 
critically at their own practice. (Interviewee H) 
Other interviewees also supported the view of utilising research and its impact on 
practice: 
The research project that I set up actually looked at exploring the 
differences between 2 types of approaches to treatment, so / can use 
that evidence and feed it back into practice. (Interviewee O) 
Another described how another member of staff had completed a postgraduate 
module that involved writing a business case, and this work resulted in the 
development of a new physiotherapy service: 
We had somebody who did a piece of work for a module they were 
doing on a Masters, and we were able to use it to support a business 
case. That was of value to the service because we had this brilliant 
piece of work that was detailed and in depth and critical and very valid. 
Had that not been done [as part of a Masters] we would have had to 
produce that supporting evidence ourselves. So it was a direct 
demonstration of how someone's CPD has helped develop a new 
service. (Interviewee I) 
Next an interviewee describes how a clinical conference on the management of 
patients with Cystic Fibrosis had changed her practice, by incorporating the use of 
postural exercises rather than just respiratory care interventions. This change of 
practice also resulted in increased collaboration between respiratory care 
physiotherapists and those working in musculoskeletal services: 
There was a CF {Cystic Fibrosis) day last year, I went to London and 
one of the lectures was fabulous, it was about posture, and that 
changed our practice. So we will totally change practice as a result of 
CPD if we learn of something new that will benefit our client group. 
We are now encouraging teenagers to do more upper body work, but 
we have had to incorporate the musculoskeletal physiotherapists to 
help us in this, so that has been interesting working with them. 
(Interviewee C) 
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It has already been highlighted in section 5.8.3 that some participants lacked self-
confidence, and Table 5.16 shows that 39.3% of respondents had reported a lack of 
research skills. Here an interviewee describes how she overcame her lack of 
confidence to become involved in a research project that resulted in setting up a new 
physiotherapy service in a health centre: 
I was persuaded to do a research project, and I didn't think I could do 
a big piece of work like that. And I got my arm twisted by my 
manager saying 'of course you can'. The direct effect was that 
evening clinics got set up at [a health centre] and that is how the first 
physiotherapy service was set up in [a health centre]. I think of it as a 
forerunner to patients having direct access to physio(therapy) through 
their GP. That was confidence building to produce a piece of work at 
the end of the day that actually changed practice. (Interviewee P) 
5.10.2 Development of self v benefit to self 
As reported as a factor in the principal component analysis of the questionnaire 
responses development of self was an important factor as a reason for engaging in 
CPD (Figure 5.13); with interviewees wanting to remain motivated to learn, to 
increase their knowledge and improve practice, as reported below: 
I think I would get bored i f I thought I wasn't going to learn any more 
in my career. (Interviewee B) 
I did a Masters, not necessarily to become the best clinician, it was to 
make the best of myself. I 'm not saying that I 'm better than anyone 
else, but i f I 'm going to do something I want to feel satisfied firom 
what I've done. (Interviewee A) 
I do CPD for myself to advance my knowledge not merely for my 
employers, my knowledge wi l l also benefit my patients. (Interview F) 
I think in terms of achievement it has to be finishing, actually 
achieving my Masters. I think what it did make me do was reflect on 
how far I had actually come fi-om when I first started my Masters , it is 
really helpfiil to be able to reflect back and ask myself: 'would I have 
done the things the same way had I not been doing the courseT 
(Interviewee I) 
One interviewee could see a change of career following her recent academic 
development and the motivation to become involved in research and want to 
contribute to the body of knowledge of physiotherapy: 
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Now I want to move into research from clinical practice because I 
think I can make more of a difference in research. I want to be given 
the opportunity to contribute to the body of knowledge. (Interview H) 
45% of participants reported that they would study for a higher degree i f they 
thought it would be recognised in terms of pay and 51.4% in terms of promotion 
(Table 5.11). Section 5.8.3 showed us that some interviewees who were studying for 
a Master's degree believed this would lead to job promotion. One interviewee 
appeared to agree although here the key words they use are 'effort' leading to 
'improve and 'reward' and the idea that the improvement should be recognised by a 
financial reward, which may not have happened in the past. For this interviewee it 
appears that it is not just effort which should lead to financial reward but 
improvement as a consequence of that effort: 
I think physiotherapists have not been hugely driven by money in the 
past, but I think you do want to be rewarded for what you have done, 
and i f you have put a lot of effort and time into a course, and improved 
your practice, then you would like to be rewarded for it. 
(Interviewee V) 
Whereas others appear to want to do CPD purely to improve their own 
practice: 
I want to learn, I want to improve my practice, 1 want to develop my 
practice. (Interviewee H) 
Although it is hard work it kind of makes you want to learn more. 
(Interviewee E) 
5.10.3 Resentment from colleagues v sharing knowledge with others 
There was some inconsistency in the type and amount of support individuals 
received from their peers and other colleagues. The survey results suggest support 
from peers and colleagues was not an issue, with 79.5% of respondents disagreeing 
that lack of support from peers was a barrier to their CPD and 77% disagreeing that 
lack of support fix)m other colleagues was a barrier. However this issue was raised 
in the interviews. Many interviewees accepted that in the past studying for a 
Master's was quite rare, as this is now becoming more popular they had experienced 
occasionally resentment from people who may not have had the same opportunities 
earlier in their careers. It was suggested by some who had completed a Master's 
degree that peers they worked with did not always have an appreciation that there is 
any difference between having years of experience and doing a postgraduate 
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programme of study, and that they would therefore question why they were left to 
'do the work', while others were attending academic courses: 
So I think there is still some resentment, around the fact that some 
people are here working all the time, and other people are doing a 
Master's and having an afternoon a week o f f , Uhanks very much, and I 
am having to do their work while they are not here]' (Interviewee I) 
This was supported by another interviewee who had recently completed an MSc, 
who was irritated that although her peers had complained that they were covering for 
her, they had not been prepared to take up the same opportunity to do an MSc as she 
had: 
I got qxiite a lot of negative vibes from peers, which annoyed me, 
because none of these people wanted to do it (an MSc programme) 
themselves, but nor did they think that J should. (Interviewee V) 
They just take the 'mickey' out of me all the time, because I 'm 
always saying 'why are you doing that?' or 'where is the evidence 
to say that works?' They say 'wi l l you give it a rest' kind of thing 
and 'just let us get on with the work\ (Interviewee H) 
Despite this perceived resentment many interviewees who had studied at postgraduate 
level wanted to share their new skills in research with their colleagues so that they 
and the service could benefit: 
In terms of research, because I have done some research as part of my 
course, nothing overly great, but at least I have the experience of 
managing a research project, going through ethics, and conducting it, 
it is really helpful in encouraging staff to do that. You know the 
realities of how much time it takes, how these things are never quick, 
and you never quite get what you think you are going to get out of it. 
And you have to be able to respond to that. And I think it is valuable 
for me to be able to have that experience, to be able to help and 
facilitate other people to do that. (Interviewee I) 
The following quotes are examples of how interviewees have used their own CPD 
experiences to develop skills and learning in their peers and other less experienced 
physiotherapists, through setting up in-service progranmies in a musculoskeletal 
service: 
I set a training programme for the juniors (physiotherapists); a lot of it 
was taken from what I did in my Masters. It is a really thorough 
programme and it has taken us about 18 months to get through and we 
have only covered the lumbar spine, right through lower limb and we 
have just done cervical spine, with the upper limb left to do. 
(Interviewee S) 
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This view is supported by another interviewee who also views CPD as taking on extra 
responsibility as well as gaining new knowledge: 
As a Senior I I professional development is not only about gaining 
knowledge about things you don't know, about catching up, i f you 
like. It's also about taking on more responsibility, taking a broader 
development, so rather than just observing the in-service session, you 
may be involved in setting the agenda or theme, for in-service 
programmes, taking more responsibility as a senior I I , and slowly to 
do more through the management perspective, you have the 
opportunity to pass on something you have learnt as a senior I I , to 
some of the junior staff or assistants. Professional development also 
involves passing on knowledge and that passing on of knowledge 
actually supports you in terms of your teaching development. 
(Interviewee A) 
That changed when you became a senior 2 and then it was up to us to 
organise it. When I was at xxxxxx we organised - there were I think 
eight or nine musculoskeletal senior 2's - there were two of us who 
were probably organised and co-ordinated. So every six months we 
would run it and at the begirming of every six months we would 
choose which topics we wanted to do. (Interviewee D) 
5.11 Conclusion 
The purpose of this chapter has been to present the data, and the patterns and trends 
within the data, which can be determined by statistical means and by thematic 
analysis. I have shown that statistically there are seven major factors identified 
through principal component analysis; 3 factors as reasons for CPD: Development of 
Self Through Professional Practice, Academic Development and Pay and Promotion; 
and 4 factors as barriers to CPD: Poor Recognition and Reward, Inadequate Support 
Systems, Personal Apathy, and Perceived Lack of a Ability; and I have shown that 
the thematic analysis has provided some further insight into these. Other additional 
factors which have appeared from the thematic analysis are: personal values related 
to improving clinical skills and patient care; the significance of self-confidence as a 
consequence of CPD; the issue of how some colleagues can be resentfiil and 
denigrating of CPD; and that personal benefit and benefit to the service caimot be 
easily separated and that there are indirect consequences of people being involved in 
particularly academic CPD, which should not be ignored. In the next chapter I wil l 
consider the implications of the data analysis and the factors identified, through 
discussion of their significance. 
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Chapter 6 
- DISCUSSION OF THE RESEARCH FINDINGS -
6.1 INTRODUCTION 
The previous chapter presented the research findings from the two phases of data 
collection and discussed the response rate to the questionnaire and characteristics of the 
participants in both phases of the research (Section 5.3). This chapter now considers the 
implications of these findings and discuss their significance in relation to the existing 
literature. The discussion will focus on the type of CPD activities the physiotherapists 
participate in (Section 6.3) and the reasons for those choices (Section 6.4); the impact 
the outcomes of their CPD (Section 6.5) can have on patient care (Section 6.5.1), the 
development of the individual physiotherapist (Section 6.5.2), and the physiotherapy 
service (Section 6.5.3), but as mentioned in Chapter 5 the difficulty can be in trying to 
separate these fi-om each other. The difficulties in measuring the outcome of CPD are 
also raised (Section 6.6). 
6.2 PARTICIPANTS VIEWS ON CPD 
As presented in the previous chapter the participants in the interviews described how 
they viewed CPD as a way in which they ensured that their practice remained up to date 
to ensure that the interventions they deliver are effective for their patients/clients. They 
also see CPD as the way to meet Standards of Professional Practice of their professional 
body (CSP, 2005a) and those of the regulatory body, with many acknowledging the 
change in emphasis on CPD, with the introduction of the HPC requirements (HPC, 
2003). Due to the latter, in order to remain registered, physiotherapists along with other 
AHPs have to demonstrate to the HPC their ongoing eligibility to practise 
physiotherapy, by producing a profile of evidence showing how they have been meeting 
the HPC Standards of Conduct during the previous 2 years. Many interviewees viewed 
the present guidelines from the HPC as lacking clarity and detail, and that information 
on how to provide evidence of CPD was still missing. 
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As a profession, physiotherapy has always been required to engage in CPD and LLL. 
The Rules of Professional Conduct (CSP, 2002b) clearly state that no physiotherapist 
should be practising in an area in which they are not competent, and implicit in this is 
the assumption that physiotherapists will maintain competence through CPD, and that 
this will continue throughout their career. However, it is now no longer simply the case 
that physiotherapists should only undertake CPD; they are now required by the HPC to 
be able to show evidence of having undertaken learning and development and how they 
have applied it to their practice. The HPC (2008) define CPD as: 
a range of learning activities through which health professionals 
maintain and develop throughout their career to ensure that they retain 
their capacity to practice safely, effectively and legally within their 
evolving scope of practice. (Health Professions Council, 2008) 
It was expected that the HPC Standard of Professional Conduct relating to CPD would 
come into force in April 2005 with the HPC auditing a random sample of registrants. 
However, at the time of my data collection, despite extensive consultation by the HPC in 
2004, there remained a lack of clarity on the detail of how monitoring of this would take 
place. In 2005 the HPC had still to produce guidance on how physiotherapists should 
record and submit evidence of their CPD and the timescale was put back until August 
2006. At the time the Head of CPD for the CSP stated: 
We are pleased the timescale has been put back - we have repeatedly 
expressed concerns that this detail was missing from the regulator's 
proposals. We welcome that they have recognised the need to provide 
a lot more guidance around evidence and assessment. 
(O'Sullivan, 2005, page 1). 
The first random audit of AHPs, involving Podiatrists, was carried out in 2008 and the 
audit process for physiotherapists will now begin in 2010. Presently physiotherapists 
simply sign to say they have met the HPC Standards for CPD; in April 2010 the first 
random sample will take place when 5% of physiotherapists will be asked to complete 
a CPD profile with details of the CPD they have undertaken over the previous 2 years. 
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A key development in ensuring that health professionals maintain their competence is 
the move among the regulatory bodies to develop CPD strategies for the revalidation/ 
re-certification of their members. To meet HPC standards, physiotherapists need to 
make their own professional decisions about the kinds of CPD activity they need to 
undertake to develop and improve their skills and knowledge (HPC, 2006b). As we have 
seen in Chapter 5, support in the NHS for CPD activities is variable and is often 
determined through appraisal with a personal development plan agreed between the 
individual health professional and their manager with the commitment of the necessary 
time and resources. 
6.3 PARTICIPATION IN CPD ACTIVITIES 
As identified in the previous chapter the CPD activities for physiotherapists can 
encompass a range of ongoing education including formal learning involving attendance 
at external programmes and informal learning through work-based practice. Informal 
learning can involve work-based activities such as: ad hoc and structured in-service 
events, mandatory training, clinical supervision, shadowing others, mentoring, and 
discussion at journal clubs; and self directed learning activities such as reading, 
engaging in reflective practice and maintaining a CPD Portfolio (CSP, 2002b). Formal 
learning activities can include conferences; individual study days or longer programmes 
of a study that may lead to an academic award (CSP, 2006; HPC, 2006a). 
The types of CPD activities identified in my study were varied and diverse (section 
5.6.2) and included all of the activities mentioned above; with respondents identifying 4 
main categories of CPD activity, which were presented in order of importance as: WBL 
activities; self-directed learning activities; attendance at courses or conferences; and 
research or audit activities. When looking at clinical specialty sub-groupings there were 
similarities from respondents in musculoskeletal services, neuro-rehabilitation and care 
of the older person, all reporting WBL activities as having the highest priority, followed 
closely by self-directed learning activities; apart from those working in cardiovascular-
respiratory. Only those working in cardio-vascular-respiratory reported research and 
audit as a greater priority above self-directed learning; and all other sub-groups reported 
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research and audit activities as their lowest priority. Figure 5.3 showed that respondents 
working in musculoskeletal services reported WBL activities (30%) to be as important 
at self directed learning activities (30%), as did those working in care of older people, 
both at 38%. In contrast 50% of those working in cardiovascular respiratory services 
reported WBL as the most important to them and only 12% preferred self-directed 
activities, with 24% of respondents reporting audit and research activities seen as 
important. 35% of respondents working in neuro-rehabilitation reported WBL activities 
the most important to them, followed closely by self-directed learning activities (30%), 
then attendance at courses and conferences (23%) with audit and research activities as 
the least priority at 12%. 
There was no information from the interviews that explained these differences from the 
survey findings, nor was anything found in the literature that could explain the 
differences. The research presented in chapter 3 did not include any studies that had 
findings that related to any clinical specialities in physiotherapy and no other published 
literature was found in relation to clinical specialities. Respondents in O'Sullivan's 
(2003) study, which did not provide demographic information in relation to clinical 
speciality of the interviewees in her study, acknowledged the value of audit and 
research, but did not perceive these two activities to be part of CPD. 
Figure 5.4 showed that 62% of team leaders and managers reported WBL activities to be 
their most important CPD activity, with self directed learning activities at 30%, research 
and audit at 8% and no-one reporting courses as conferences as a priority. In contrast 
46% of junior clinicians reported self directed CPD activities as being the greatest 
priority to them, WBL (32%), courses and conferences (12%), and research and audit 
(10%). The spread for senior clinicians was less with 30% of respondents at this grade 
reporting WBL as having the most priority, 26% prioritised courses and conferences, 
self directed (24%) and the least important was research and audit at 20%. Again there 
was no published research relating specifically to employment grades of 
physiotherapists and their CPD, although as previously discussed in chapter 3 (section 3. 
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4) in Beeston at al.'s (1998) study looking at factors relating to the uptake of Master's 
programmes, the sample was senior physiotherapists and physiotherapy managers. 
6.3.1 Work based learning activities 
The work based learning activities that were identified as important to respondents 
included: clinical supervision, mentoring, shadowing more experienced staff, in-service 
CPD sessions, and mandatory activities (Figure 5.2; Table 5.8; Appendix XV). 
6.3.1.1 Clinical supervision 
It was noted in chapter 5 (section 5.6.2) that there appeared to be a lack of agreement on 
the term 'clinical supervision', with some respondents relating it to the clinical 
supervision of patients, students, junior staff, peers, or other colleagues; with learning 
happening whether they were being supervised or were the supervisor. Some described 
mentorship, again relating learning to being a mentee or a mentor; and others reported 
supervision as education of physiotherapy students on practice placements (where 
clinicians were called clinical supervisors). The latter terminology of clinical 
supervision and clinical supervisor appears to be still in common usage in physiotherapy 
when referring to pre-registration student on practice placements, despite Cross (1994) 
pointing out the change to clinical education and clinical educator in the 1990s. Clinical 
supervision as used by other health and social care professions, described below, has 
also become a CPD activity for physiotherapists (CSP, 2003b); although the CSP (2006) 
survey found only 41.6% of respondents had engaged in clinical supervision in the 
previous year. 
Early descriptions of clinical supervision appear divided between those of clinical 
proficiency (UKCC, 1996) and those of professional development (NHS Management 
Executive, 1993). The UKCC (1996) gives a comprehensive definition of clinical 
supervision: 
Clinical supervision is a process based on a clinically-focussed 
professional relationship between the practitioner engaged in clinical 
practice and the clinical supervisor ... This relationship will , therefore. 
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enable practitioners to establish, maintain and improve clinical 
standards. (UKCC, 1996, Appendix A) 
However others see clinical supervision as a way of developing the individual 
practitioner and ultimately the profession: 
It (clinical supervision) is central to the process of learning and to the 
expansion of the scope of practice and should be seen as a means of 
encouraging self-assessment and analytical and reflective skills. 
(NHS Management Executive, 1993, Clause 3.27) 
Clinical supervision can establish a place of safety where disappointment or failure in 
practice can be examined honestly, prejudices challenged constructively, and success 
and good work owned and applauded, and sharing of experience can allow previously 
private knowledge to become knowledge that is accessible to others (Fleming, 1994). 
According to Butterworth (1997) clinical supervision is an exchange between practising 
professionals to enable the development of professional skills and that developing 
professional practice is at the centre of clinical supervision. They also use the term 
clinical supervision to encompass the three terms -supervision, mentorship and 
preceptorship - that Quinn (1995) suggests are used in nursing to describe practice 
placement support systems for students. Only the terms supervision and mentorship are 
in common usage in physiother^y and were reported in my study. 
Despite the difficulties of definition, clinical supervision is an established part of 
practice for many health professionals, with highly skilled and educationally sound 
supervision being recognised as one of the main ways of pursuing excellence in health 
care practice which is demanded by both government and the professional bodies (Fish 
and Twinn, 1997). This is particularly important as there have been a number of 
inquiries which have revealed a serious failure of professional effectiveness, where lack 
of supervision and adequate support for clinicians have been highlighted as factors 
(Clothier, 1991; Shipman Inquiry, 2005). 
Sellars' (2004) findings from an exploratory study of clinical supervision found there 
was a dearth of literature relating to clinical supervision in physiotherapy. Her findings 
suggested that clinical supervision is not widespread in physiotherapy and where it has 
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been implemented it is difficult to sustain. As in my study, her findings also suggest 
there were different views on the meaning of clinical supervision, depending on 
individual needs; supervision was used for different purposes and on different occasions. 
Comparing my findings with other health professions, nursing uses clinical supervision 
to refer to both the professional gate-keeping role played by the supervisor during pre-
and post-registration programmes, as well as to the supervision of the professional 
development of qualified practitioners. In midwifery supervision and the role of the 
supervisor is formalised in a specific way with clinical supervision being a statutory 
function of the supervisor of midwives (UKCC, 1996). Swain (1995) promotes the 
practice of supervision in nursing and health visiting as having value in helping to 
ensure safe and competent practice, and in developing the knowledge, skills, and 
attitudes in those professions. 
Due to the lack of consistency in terminology between the different health professions 
there is clearly a need for clarification on the meaning of clinical supervision for 
physiotherapists, and the data I have collected would need to be followed up with more 
discussion with physiotherapists on their understanding and use of clinical supervision 
as a CPD activity. As explained earlier there may also have been a lack of clarity 
between clinical supervision and mentorship from the responses in the survey. Although 
reported as a CPD activity by responses to my questionnaire, only one interviewee 
raised mentoring in the interviews and that was in relation to recent mentoring courses 
she had attended. Again mentoring needs to be better understood in the future to be seen 
as part of CPD and also to be differentiated from clinical supervision. 
6.3.1.2 Shadowing 
Shadowing more experienced physiotherapists was viewed as a valuable experience 
particularly by junior physiotherapists in the early part of their careers; with 29% of all 
respondents having participated in shadowing others in clinical practice in the previous 
year, with the highest participation from clinicians in junior or rotational senior posts, 
who valued observation of expert practice from a variety of experienced seniors 
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specialising in a particular clinical specialty, and the discussion that resulted as a 
consequence of the observation. Learning could result from shadowing not only other 
physiotherapists but also other health care professionals who may be involved in a 
patient care pathway. There is little published research that focuses on the participation 
in, or value of, shadowing, although respondents in the CSP (2006) survey, believed line 
managers, physiotherapists and other colleagues were valued as the most important 
sources of support for learning in the workplace. Shadowing peers and those with more 
experience could be further explored as it is an important activity that could also be seen 
by managers and employers as cost-efFective. 
6.3.1.3 In-service teaming activities 
Participation levels in the previous year in some CPD activities varied across different 
clinical speciality sub-groups, as shown in Table 5.9. Respondents in my study reported 
differences in participation between general in-service and clinical specialty in-service 
activities. Physiotherapists in most clinical specialities, apart from care of older people, 
reported higher participation in clinical specialty in-service sessions than in general in-
service; where 93% of respondents working in care of older people reported 
participation in general in-service CPD compared to 76% participation from all 
respondents. Although 86% of all respondents had participated in some form of in-
service CPD in their clinical speciality in the previous year, a greater percentage (100%) 
of those working in cardiovascular-respiratory physiotherapy reported participation, 
compared to only 73% working in care of older people. It was not clear i f the provision 
of speciality in-service for those working in care of older people was less than in the 
other specialties, and therefore reducing availability and consequently participation. As 
mentioned no other research has looked at differences in CPD for those in different 
clinical specialties, so is an issue for further consideration when CPD providers are 
planning their programmes. 
In regard to in-service CPD activities and participation from those in different 
employment grades, 1 did find a high level of participation across all respondents in my 
study, however I also found differences between grading sub-groups, for example, 95% 
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of respondents working at clinician grade had participated in some form of in-service 
CPD in the previous year, compared to 88 % of managers and 82% of senior clinicians 
(Table 5.10). The CSP (2006) survey also reported a high level of support from all 
respondents, where 80.4% had reported in-service learning activities as important to 
their CPD; however there was no statistics in relation to any clinical specialty. No other 
research was found that related to in-service CPD activities and the grade or role of 
physiotherapists that could be compared to the findings in my study. More work could 
be done to explore why it appears that one grade of physiotherapists is more engaged in 
in-service than another and whether changes need to be made in the content or delivery 
of in-service CPD to match the needs of particular groups. 
6.3.1.4 Mandatory activities 
Mandatory training often includes legal requirements and all staff are expected to attend; 
and includes activities such as health and safety legislation, fire safety talks, hygiene and 
prevention of cross infection, manual handling, and basic life support. These usually 
take place on site and are provided by the respondents' employers at no cost to the 
participants. Although 79% of respondents in my study reported involvement in 
mandatory activities in the previous year, no information of the number of days involved 
was recorded, and the normal frequency in the UK would be an hour per month, or less. 
The least participation in mandatory training was from clinicians (Table 5.10), who tend 
to have the least experience and therefore are perhaps those most in need of this type of 
update. This was also reflected by lower participation from those qualified less than 5 
years (Appendix XVd). 
Discussion in the literature on mandatory training includes research in the USA but the 
literature shows there are differences between the UK and the USA, as the latter has 
seen many states introduce mandatory training over the last 20 years, and is now 
mandated in 31 states (cited in French and Dowds, 2008, p 190). This means that it is 
difficult to compare studies from USA as their mandatory requirements differ from 
those in UK, but with that caveat in mind we have seen in the critical review of Landers 
et al (2005) that some states in USA mandate what CPD physiotherapists should engage 
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in. Physiotherapists in those states with a mandate did engage in more CPD per year 
than physiotherapists in those states without a mandate, with 5.9% participating in no 
CPD activity at all, and 10.8% spending 2 or fewer hours CPD in the previous 5 years. 
Other studies have questioned the need for mandatory CPD. McCormick and Marshall 
(1994) and Little (1993) found there was no guarantee of increased competence from 
following mandated CPD; and Merriam and Cunningham (1989) go further by 
suggesting that mandatory CPD is unnecessary, because 75% of those affected were 
already engaging in such activities beyond the requirement, which suggests most 
physiotherapists will engage in CPD without having to have it built into their 
employment. 
6.3.2 Self directed activities 
Participation in self-directed learning activities was reported as a high priority by 28% 
of respondents in my study (Figure 5.2), with high participation in reading, reflective 
practice and portfolio keeping in the previous year. Interviewees had explained how 
reflective practice and the recording of this in a professional CPD portfolio can benefit 
the individual physiotherapist and the service that employs them. 
6.3.2.1 Reading, critical appraisal and evidence based practice 
As shown in Table 5.9 92% of all respondents in my survey reported reading as one of 
their self-directed CPD activities in the previous year, 74% reported participating in on-
line searches, and Table 5.11 showed that 94.2% agreed that the use of evidence based 
practice was a reason for engaging in CPD. The CSP (2006) survey also found that 
reading literature relevant to clinical practice was a major CPD activity for 85.2% of 
respondents in their survey. However although a high percentage of respondents in my 
study had recorded reading as an important CPD activity only 29% of these respondents 
had participated in journal clubs in the previous year (Table 5.9). 
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In a survey by Turner and Mjolne (2001)^ questionnaires were sent to 150 physiotherapy 
departments in England and Australia, and the results found that journal clubs existed in 
42% of responding facilities in England and 18% of those surveyed in Australia. Turner 
and Mjolne (2001) found that although previous studies had evaluated the impact of 
journal clubs in medical and nursing departments, there was little information 
concerning journal clubs or journal provision in physiotherapy departments. Their 
survey aimed to determine the type and extent of journal provision, and prevalence and 
attributes of journal clubs in physiotherapy departments. They found that the provision 
of journals in physiotherapy departments was limited, and alternative access to 
physiotherapy journals was generally poor; although some departments were innovative 
in providing additional journal literature for physiotherapy staff. They found relatively 
few journal clubs that utilised a 'problem-based' format, which fosters the teaching of 
critical appraisal skills. Although there was evidence of enthusiasm in some 
departments, a degree of apathy was also revealed in others. The study recommended 
that physiotherapy and HEIs should agree a strategy to both promote evidence-based 
journal clubs and to facilitate journal provision within physiotherapy departments. I f 
these suggestions were to be implemented then it would be necessary to carry out a 
fiirther survey to see i f they had effect on participation and satisfaction rates. 
For many, challenging practice was a key outcome of critical appraisal, with some 
interviewees describing how CPD had helped them to challenge their own practice and 
to challenge existing research. Some interviewees believed it was having the skills in 
critical thinking, critical reflection and critical appraisal of the literature, that came with 
postgraduate study, that had the most value for the individual physiotherapist and as a 
consequence, the greatest impact on patient care by assisting them to be able to inform 
their future practice. There was strong support from interviewees on how following a 
Master's programme had helped them to develop their critical thinking and critical 
appraisal skills. 
"This paper appears to preseni the same rosaarch that was puliUshed by Turner and WhItfieW (1996) 
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Comparing to other health professions, Buck and Newton (2002)'s study of dental 
practitioners identified the extent to which dental practitioners undertook three CPD 
activities: reading professional journals; attending courses; and undertaking retraining 
courses. They found 87% read professional journals at least once per month; but as in 
my study there was no evidence of learning having taken place. Anderson's (2001) 
study of identifying CPD activities that OT's engage in, found 95% of the respondents 
in their survey indicated that they regularly read professional literature, although again 
no information was given on the outcome of that reading or the impact on practice. 
Although 94.2% of respondents in my survey viewed the use of evidence based practice 
as a reason for engaging in CPD (Table 5.8), only 39% had been involved in research or 
audit activities in the previous year. Almost 40% of respondents agreed with the item 
relating to personal lack of research skills (Table 5.13), although only 16% agreed with 
the item relating to lack of critical appraisal skills. This was more so from respondents 
who had qualified with a diploma from a pre-1992 physiotherapy course, before 
physiotherapy became an all-graduate profession, as they perceived the more recently 
qualified physiotherapists to have better critical appraisal skills and a better 
understanding of research. Interviewees in O'Sullivan's (2003) study also reported poor 
skills development in research and critical appraisal, as barriers to their CPD. In Dolan's 
(1998) survey of 326 physiotherapists in the UK 56% of respondents had participated in 
short courses in clinical audit and research for an average 5.2 days in the previous year; 
and although 73% of respondents thought knowledge of statistics was important, many 
could not recognise basic statistical terms nor was there a demand for courses in 
statistics. Dolan (1998) reported that 81% of respondents said that they would consider 
distance learning courses on developing research and audit skills. 
A survey by Metcalfe at al (2001) of 715 practitioners from 4 AHPs - dieticians, 
occupational therapists, physiotherapists, speech and language therapists - in the 
Northern and Yorkshire region of England, resulted in a 80% response rate (572 
returned questionnaires). 97% of Metcalfe et al.'s respondents agreed that research 
findings are important for the development of professional practice and only 5% 
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reported no interest in reading research findings. The main institutional barriers to 
reading research findings included insufficient time (66%); and 80% of respondents 
reported an inability to understand statistical analyses. This was similar to my findings 
and suggests a need to provide access to CPD activities on basic research methods that 
also include how to critically appraise published research. This was also identified in 
the CSP (2006) survey where CSP members showed interest in the development of e-
leaming tools on critical appraisal. 
It is only in relatively recent times that clinical physiotherapists have started to undertake 
and publish research, and this was reflected in the findings of my study with only 6% of 
respondents in the survey having published in journals or books in the previous 12 
months and 11% having presented at a conference. However this is changing as more 
clinicians undertake higher degrees with Murray and Newton (2008) suggesting that in 
order to develop physiotherapy practice and interventions it is essential that service 
development and research is brought into the public domain. 
There seems therefore to be a need to make a distinction between those who gain 
awareness of new knowledge and research through reading, and those who can critically 
appraise what they read which could be those who facilitate Journal Clubs or are 
involved in the delivery of in-service activities following attendance at courses with an 
evidence based approach and research conferences. The first group we might call users 
of knowledge and the second group sharers of knowledge. There are also creators of 
knowledge, that is, those who are actively involved in research; and finally 
disseminators of knowledge who publish their findings in journals and present at 
conferences. The first 2 categories should include all practitioners, although from my 
findings it would appear that the critical appraisal element of reading is missing from a 
large number of respondents. This is therefore an important issue for the physiotherapy 
profession i f present and future physiotherapy practice is to be underpinned by evidence 
based practice; and that this needs to be addressed through a choice of approaches to 
CPD and delivery formats. Many HEIs already provide postgraduate modules on 
evidence based practice and critical appraisal. Frequently these are funded by their local 
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SHA through their commissioning contract. More work needs to be done to offer 
alternative delivery formats of campus based, NHS site based, distance learning, e-
leaming and blended learning opportunities 
6.3.2.2 Reflective practice 
The notion of reflective practice in the health professions started in the 1980s following 
the work of Schon (1983; 1987; 1999), and in physiotherapy a decade later (Shepard and 
Jenson, 1990) which resulted in reflective practice becoming integral to professional 
practice and became part of the undergraduate curriculum (CSP, 2002b) and the CPD 
framework (CSP, 2005b). 
67% of all respondents in my study had participated in reflective practice during the 
previous year; clinicians had the highest participation at 73%, compared to 69% of 
managers and 66% of senior clinicians. Reflective practice is defined by the Chartered 
Society of Physiotherapy (2005c, page 13) as: 'A process of reviewing an episode of 
practice to describe, analyse, evaluate and inform learning about practice'. Benett (1993) 
also reminds us that a description of an experience alone is not reflection. Schon (1983; 
1987; 1999) and Boud et al. (1985) have explored how professionals learn and the 
processes involved in professional decision making. There are a number of models of 
reflection used in healthcare, such as Johns (2002) and frameworks promoted in 
physiotherapy (Cross et al., 2004; Donaghy and Morss, 2000). In this way, new 
learning can modify previous perceptions and understanding, and the application of 
learning to clinical practice can influence treatment approaches and clinical outcomes. 
By using clinical supervision and mentorship to encourage reflection on practice issues, 
the physiotherapist's skills, knowledge and professional values will be enhanced and 
career development and lifelong learning promoted. 
In the light of these definitions and discussions we should expect that reflective practice 
enables the development of an effective physiotherapist by enabling them to learn from 
experience and internalise that knowledge. Reflective thinking can lead to self-discovery 
and to learning and personal growth, by allowing new experience to be integrated with 
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past experience (Bumard, 1991). Reflection can help to review experience from practice 
in order to clarify perceptions and reduce inconsistencies by helping to increase 
understanding, confidence and control over events, as well as contributing to 
professional development generally. Reflection can also be linked to experiential 
learning through clinical supervision by the analysis of critical incidents (Smith and 
Russell, 1993) and reviewing past performance and planning for the future. 
Although a large number of respondents frequently engage in reflective practice there 
was no evidence in my study that there were any outcomes of this reflection on their 
practice. This could lead the profession and employers to wonder i f this is time well 
spent, although there are a number of studies in physiotherapy that support reflective 
practice as an effective approach in CPD (Clouder, 2000; Cole, 2000); including 
promotion of self-awareness by critically reviewing practice and personal decision-
making; identifying gaps in knowledge or skills; managing negative experiences in a 
constructive way; recognising transferrable skills; and manage change in practice. What 
is not clear is the evidence that shows the outcomes of reflection, and therefore i f this is 
time well spent. The responses from participants in my study seem to show their support 
for reflective practice, what appears to be more of a challenge is recording this reflection 
in a professional portfolio (CSP, 2001), which can then be assessed by external HPC 
scrutineers. This was particularly an issue for physiotherapists whose pre-qualifying 
physiotherapy education did not include reflective practice. 
Participation in reflective practice was reported by 84% of respondents with a 
postgraduate qualification, however only 59% of those with a diploma reported 
participation in the previous year. 83% of clinicians engaged in portfolio keeping, 
compared to 66% of senior clinicians and 50% of managers. Respondents working in 
care of older people reported higher participation in portfolio keeping at 73%, compared 
to an overall 69%. Whereas 69% of respondents in my survey had engaged in portfolio 
keeping in the previous year, 83.4% of respondents in the CSP (2006) survey had. This 
increase in participation could be due to when the data were collected; in 2004 in my 
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Study when HFC requirements were being to be introduced and 2005 in the CSP survey, 
following a year of increased information about re-registration requirements 
6.3.3 Formal programmes of learning 
6.3.3.1 Clinical skills courses 
Table 5.11 reported that over 98% of respondents agreed that they engaged in CPD to 
improve their clinical skills. The most popular types of CPD reported by the 
respondents in my study were clinical skills courses, with 44% of all respondents having 
been on a clinical course run by a CSP clinical interest group (Table 5.9), and 31% had 
been on a specialist clinical course, such as those delivered by nationally and 
internationally recognised courses .^ My findings are similar to other studies (Beeston et 
al.'s, 1998; CSP, 2006; O'Sullivan, 2003) which found that skills-based courses had 
continued to dominate physiotherapists' CPD. In the CSP survey (2006) 86.4% of 
respondents selected formal clinical courses as a key CPD activity undertaken during the 
previous 12 months, with 66% of individuals undertaking formal clinical courses every 
three to six months. When looking at sub-groups 54% of clinicians in my study had 
attended specialist clinical courses in the previous year compared to 36% of senior 
clinicians and no team leaders or managers (Appendix XV, Table XVc). This was 
despite 38% of team leaders and managers being members of CSP clinical interest 
groups, whereas only 15% of junior clinicians were. This low take up fi-om juniors is not 
surprising as at that grade they would not have specialised in a particular clinical field. 
As seen in Chapter 5, some interviewees in my study were more supportive of clinical 
skills based courses as opposed to academic, theory-based courses, believing that it was 
the practical components of a skills-based programme that had the most important 
content for physiotherapists. Interviewees spoke about how they valued clinical courses 
in their speciality, and these were seen by many as more important than academic 
programmes. One interviewee also raises her concerns about junior physiotherapists, 
believing they are often enticed on clinical skills courses through marketing before they 
Such as Bobtrth. Cyrtax. Kinetic Control Maltland. MACP (Manipulation Association o( Chaitstsd Physiolhoraplsts. Muscle Imbalanco. 
SOM (Society of Ottnpaedic Medlcino) 
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have the underpinning knowledge and experience to apply the new clinical skills 
effectively; with others reinforcing their view that for clinical skills courses to be of 
value participants also needed to be able to practise these new skills in the work place, 
to apply their learning. 
The value of respiratory skills courses, in particular preparation for on-call respiratory 
care courses for newly qualified physiotherapists, was raised by most of the 
interviewees, as all graduates in their first post have to pass locally agreed competencies 
in respiratory physiotherapy before they can go on the on-call rota for out of hours 
respiratory care. These programmes involved theoretical and practice components 
followed up with practise in the work place in order for clinicians to demonstrate the 
competencies. This, as mentioned earlier, supports the view that courses with clinical 
skills components that can then be practised back in the work place are important. 
Beeston et al.'s (1998) survey also found that skills-based courses continue to dominate 
CPD for physiotherapists, and is supported by Dolcourt et al. (2006) who identified 
clinically useful topics as the main motivator for CPD for 85% of respondents. The 
type of CPD provision rated most highly in Beeston et al.'s (1998) study were: 
academic courses with a skills component (39%); recognised skills-based courses' 
(36%); whereas pure academic courses were rated highly by only 2% of respondents. 
O'Sullivan's (2003) findings support this view, with the majority reporting external 
courses as the main component of CPD as they felt they had more professional 
recognition than work-based learning. 
Austin and Graber's (2007) study did not set out to identify CPD activities, but 
participants did highlight the need for a variety of CPD topics, where clinicians with 
several years of experience believed there was a lack of advanced clinical courses on 
specific topic areas; the more experienced clinicians became more discerning about how 
they spent their money and used their time, and some believed that course descriptions 
were sometimes insufficient or misleading. This could be an important point as support 
through funding is reduced. 
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6.3.3.2 Postgraduate programmes 
O'Sullivan (2003) suggests that the growth of Masters degrees for physiotherapists has 
changed the focus to the 'why' rather than the 'how' of physiotherapy (Salter, 1997; 
Beeston et al., 1998; Gosling, 1999) and is resulting in changes in practice, developing 
the research base of the profession and enabling Master's graduates to be independent 
learners and agents of change. Despite the growth of Master's provision for 
physiotherapists (Beeston et al., 1998; Gosling, 1999), there was a low percentage 
(10%) of respondents in my study who reported attendance on a postgraduate 
programme. There was slightly higher participation from team leaders and managers at 
19%, with only 5% of junior clinicians having done so. However no managers with 16 
or more years in that grade reported attending any postgraduate level modules in the 
previous year. 
Although as mentioned earlier Beeston et al. (1998) found skills-based courses to be 
more relevant to clinical practice this was not found in Stathopoulos and Harrison's 
(2003) study whose respondents expressed preference for courses with a broader 
educational purpose, believing skills-based courses to be too restrictive and narrow. 
Those who had undertaken postgraduate study at Master's and Doctorate levels saw this 
as an effective and valuable form of CPD activity that had improved their practice. 
Beeston et al., (1998) and Stathopoulos and Harrison (2003) believed that study at 
Master's level enables physiotherapists to be independent learners, lead changes in 
practice, and develop the research base of the profession. 
However, Stathopoulos and Harrison (2003)'s study found that undertaking Master's 
level study had an immense impact on the participants in their study, and on aspects of 
the participant's personal lives. The authors attributed this enhancement to the 
acquisition of higher skills and knowledge. Stathopoulos and Harrison (2003) also 
found that there were barriers to those participants who returned to the workplace with 
higher ability and expectations and this affected the individual's professional 
development by under-use of their potential, an unrewarding career structure, the 
resistance to change in the workplace and negative attitudes of some professional groups 
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towards' Master's qualified physiotherapists. This latter comment was also reflected by 
some interviewees in my study who spoke of negative comments from peers and other 
colleagues, in relation to their M level study. 
6.3.3.3 Leadership courses 
Although improving management (or leadership) skills was not raised as a priority by 
respondents, some interviewees in my study, identified the need for courses to improve 
their leadership skills. This was an issue which had not otherwise appeared in the 
questionnaire data and one which needs further discussion. The differences between the 
survey responses and interviewee responses could be due to there being 12 months 
between each phase of data collection, and a delay in policy being cascaded down the 
hierarchy within the NHS, and also in my use of 'management skills' in the 
questionnaire; where the use of 'leadership skills' may have elicited a different 
response. 
Leadership has previously been identified as central to the modernisation agenda with 
the need for effective leadership at all levels of the organisation. 'Anyone working in the 
NHS, regardless of their position, grade, qualification or place of work, may be a leader 
or agent of change and improvement' (Department of Health, 2008b, page 52). Other 
policy documents such as the NHS Plan (Department of Health, 2000), Meeting the 
Challenge (Department of Health, 2000), Making the Change (Department of Health, 
200Id), the NHS Leadership Qualities Framework (Leadership Centre for Health, 
2002), Managing for Excellence (NHS Executive 2002), and A Career Framework for 
the NHS (Department of Health, 2004; 2008b) have proposed the need for visionary 
leadership and the development of leaders who have self-awareness and can empower 
others to lead change and improve the service to patients/service users. 
The Knowledge and Skills Framework (Department of Health, 2004c) suggests that 
particular attention will be paid to ensuring that clinicians can progress quickly into 
advanced practice and develop leadership capabilities required to transform a service. 
This point can be picked up in relation to the Darzi Review (Department of Health, 
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2008a) which has a focus on clinical leadership and new services. Lord Darzi's review 
of the NHS places a new emphasis on enabling NHS staff to lead and manage the 
organisations in which they work. There will be investment in new programmes of 
clinical leadership, with clinicians encouraged to be practitioners, partners and leaders in 
the NHS. Al l organisations that do business as part of, or with, the NHS will be 
challenged to give clinicians more control over budgets and HR decisions. This supports 
the Modernising AHP Careers Framework which also promotes leadership skills in 
AHPs: 
We will pay particular attention to ensuring that clinicians can 
progress quickly into advanced practice and/or extended practice roles, 
and to developing the leadership capabilities required to transform the 
service. Whilst a partial equality impact assessment on the 
competence-based career framework and associated tools has been 
completed' Department of Health (2008b, page 19) 
So it would appear that despite an apparent low level of interest and participation in 
management or leadership skills there would now appear a need to include these in CPD 
activities. 
6.4 REASONS FOR PARTICIPATION IN CPD ACTIYITIES 
6.4.1 Improve patient care 
As previously mentioned almost all respondents reported strong support for engaging in 
CPD to improve patient care, primarily through the development of improved clinical 
skills, and this was strongly supported with comments from the interviewees. In 
prioritizing reasons to engage in CPD respondents in my study ranked improved patient 
care and improve clinical skills in the top 3 items. These findings are similar to previous 
research which also identified activities that maintain or improve clinical skills, 
competence, and patient care as reasons for doing CPD activities (CSP, 2006; 
O'Sullivan, 2003). The majority (91%) of respondents in the CSP (2006) survey reported 
undertaking CPD to maintain professional competence, and to improve patient care 
(87%). O'Sullivan's (2003) study found that respondents were motivated and committed 
to CPD by a desire to provide high quality services to patients. 
157 
Chapter 6 Discussion of the Research Findims 
Of the items relating to pay and promotion, improve chances of promotion ranked lo"" 
and improve pay ranked 11'*'. Of the items relating to Academic Development, to gain 
academic credit ranked 12*, followed in order of award from gain a PgC, to a Masters to 
a Doctorate, with gaining a Doctorate being ranked the lowest priority by the 
respondents. When looking at the positive comments by all participants who had been 
involved in M level study and all the negative comments from those who have not had 
that experience, there appears to be a need to fijrther explore the latter group's reasons 
for their lack of interest in academic development. 
In my study participants regarded patient care as their main priority and expressed 
feelings of guilt in spending time on CPD, and also criticised others who took time away 
from direct patient care to attend postgraduate programmes. Although participants in 
O'Sullivan's (2003) study also reported feelings of guilt about taking time out from 
patient care, they did report being able to justify this i f they perceived the learning was 
relevant to patient care and would result in improved practice. However although this 
may seem professional dedication i f physiotherapists continue to always prioritise 
practice above their own CPD this will remain a barrier. 
6.4.2 Improve self through professional practice 
A desire to improve both personally and professionally was reported by almost all 
respondents in my study (97.1% and 97.8% respectively). This was also reinforced 
through my interviews and the findings of other studies. Landers et al (2005) suggested 
that the reasons for CPD are both a personal decision and a professional decision, and 
their results supports the view that physiotherapists are internally motivated to decide 
what CPD activities they engage in. Longworth and Davies (1996) also point out that 
although CPD has a social, political, personal and educational meaning it is the 
individual who makes the learning decisions, and personal motivation is necessary to 
access learning opportunities. Teare et al., (1998) also reinforce this point by describing 
CPD as a continuous development process which can be said to 'belong to an 
individual'. The common features and apparent overlap in some findings relating to 
CPD, personal and professional development and CPD requirements may be explained 
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by the complex characteristics of professional practice, professionalism, and 
competency. Dolcourt et al. (2006) concur suggesting that development of self in 
professional practice, includes competency in striving to be the best, willingness to 
respond to change and willingness to respond to clinical problems. 
6.4 J Recognition and reward 
Although academic development was ranked lowest (Table 5.16) a number of 
interviewees had strong opinions on how studying for a Master's degree had improved 
their critical thinking skills and helped them to develop themselves, through being more 
critical about their practice. This was also supported by findings from Stathopoulos and 
Harrison's (2003) which found that undertaking Master's level study had a number of 
rewards for the participants: enhanced career progression, development of clinical 
practice, and a wider enhancement on aspects of the participant's personal lives. The 
authors attributed this enhancement to an increase in confidence, adopting positive 
attitudes to change, and providing potential career opportunities. 
Most of these effects were also reported in my study by participants who had participated 
in M level study. However there appeared to be a variation in understanding as to the 
value of following any postgraduate level study, seeing it only for personal reward. There 
appeared to be a difference in understanding of the benefit ft-om postgraduate study 
between some interviewees who have been involved in postgraduate programmes, who 
see the benefit in terms of personal development, and some interviewees who have not; 
who view any benefit in terms of finance, and this has implications for how postgraduate 
study is presented and understood. 
Recognition and reward can be great motivators, and most people want some 
acknowledgement of their personal investment in learning (Longworth and Davies, 
1996, p 67) and personal achievement (Stathopoulos and Harrison, 2003). Although 
potential increase in pay and promotion were only ranked as 11 and 10 (respectively) 
out of 15 items by respondents in my study, as reasons for engaging in CPD (Table 
5.13), more than half of the respondents agreed that lack of pay (57.8%) and lack of 
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promotion (67.2%) were barriers to their CPD (Table 5.16). These findings were also 
supported by the comments from interviewees and in Beeston et al.'s (1998) study 79% 
of clinicians reported that they would study for a higher degree i f they thought it would 
be recognised in terms of pay and promotion. 
Gosling (1999) found that respondents had a perception that those who had gained a 
Master's degree already had a 'market advantage' over colleagues in terms or career 
progression, even i f there were not any actual financial rewards. This is also supported 
by Dowswell et al.'s (2000) findings which suggest that for many health care staff CPD 
is less to do with developing skills and increasing productivity and more to do with 
gaining academic credit; with some individuals participating in CPD to gain promotion 
in their existing sphere of work. For some individuals CPD was an 'investment' or 
recognition of 'economic' incentives (Green 1993). Although there is evidence that 
increased participation increases chances of promotion at the individual level, Dowswell 
et al. (2000) are doubtful that this produces results in greater efficacy and efficiency in 
the delivery of health services is at present unknown. 
Some of the comments from my interviewees raised the contrast between the possibility 
of personal gain of some kind, and what might be the idealism of wanting to be a better 
physiotherapist and improve care to patients in contrast to the barrier of lack of support 
from their employer, when some interviewees would not be allowed to go on a course. 
This needs to be placed in the wider context of the rhetoric of 2004 with Agenda for 
Change which did not achieve what it promised. 
In England Scotland and Wales Senior I physiotherapists had a 50:50 chance of being 
matched to band 7, whereas northern Ireland, who only completed transferring staff onto 
AfC pay rates in June 2008, only a tiny minority (no actual figure was given) of senior 
Is and no senior lis had been matched to experienced band 7 level (Hunt, 2008a). 
Agenda for Change was a new NHS pay and grading structure, based on a job 
evaluation system, that was introduced in 2004, and was the biggest shake-up in pay 
structure since the NHS was founded in 1948 (Finch, 2004). Up until then many 
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physiotherapists had believed that having a Master's degree would enhance where they 
would appear on one of the 8 AfC salary bands. However the assimilation to the new 
bands evaluated posts not people, so that i f a Master's was not required in a job 
description then it could not be counted in the job evaluation that took place prior to 
matching grades. The Knowledge and Skills Framework (KSF) is a nationally agreed 
understanding of the knowledge and skills that could reasonably be expected from NHS 
staff at various stages of their career. AfC also promised to place 'learning and personal 
development at the heart of the relationship between the NHS and its employees', and it 
provides a clear link between an individual's pay progression and their performance 
(Bromley, 2004). Many interviewees in my study felt this promise was not fulfilled as 
the initial expectation that evidence of increased learning and personal development that 
could be demonstrated through postgraduate study did not materialise into a move up 
the salary bands and an increase in pay. So that physiotherapists who had been 
interested to do a Master's in the expectation that this would assist their pay and 
progression, now no longer felt they would be rewarded. 
6.5 BARRIERS TO PARTICIPATION IN CPD ACTIVITIES 
Individual factors constraining or encouraging participation in CPD may be matters of 
personal choice, however lack of support systems in the workplace, was raised an issue 
for respondents in my study. The reader is reminded of Table 5.20 which reported the 
rank ordering of responses on the importance of items relating to barriers to CPD; with 
lack of time, lack of fiinding and lack of support being ranked the top 3 barriers Table 
5.17). These findings are also mirrored in the studies by Beeston et al. (1998), 
O'Sullivan (2003) and CSP (2006). Lack of financial reward and lack of professional 
reward were ranked 5"* and 7* respectively; personal lack of research skills and personal 
lack of appraisal skills were ranked 4* and lO"' respectively. Some respondents had also 
suggested there was inequity of CPD support in relation to hours employed, which was 
supported by some interviewees, in that part-time and particularly locum staff do not get 
the same CPD support as full-time physiotherapists; and in relation to other health 
professions. 
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6.5.1 Inadequate support systems 
6.5.1.1 Lack of time 
As indicated in Table 5.16, 90.7% of all respondents strongly supported the view that 
lack of time was a major barrier to engaging with CPD activities with only 7.8% of all 
respondents disagreeing with this item. Many of the interviewees also agreed and related 
lack of time due to their high workload and not wanting to impact on patient care. This 
was particularly so for those working in acute settings and critical care practice, when 
patients could not be cancelled in order for staff to attend CPD activities. Whereas, it 
may be easier to manage in an out-patient department where it was simpler to block out 
appointments ahead of time. Respondents in O'Sullivan's (2003) study also reported 
that lack of time and the lack staff cover in the workplace, could be inhibitory to 
engaging with CPD. In the CSP's (2006) survey, 88% of respondents identified the 
work pressures of high caseloads and staff shortages as the main barriers to CPD. 
6.5.1.2 Lack of funding 
Lack of funding was also seen as a major barrier by respondents in my study, with many 
participants reporting they had to firnd themselves on external courses. These findings 
are supported by Beeston et al. (1998) where respondents in their study reported the 
greatest barriers to undertaking Master's degrees were lack of funding, lack of time, and 
lack of study leave. Respondents in O'Sullivan's (2003) study also reported that the 
cost of courses could be a barrier to CPD. 
6.5.1.3 Support in the workplace 
In my study respondents reported support from their manager as less of a barrier than 
funding from their employer. However there was only one interviewee who commended 
the support she had received from her manager, where it appeared that the status of her 
Doctorate and research was what this interviewee's managers saw as important. 
Employers providing protected CPD time would comply with the government's drive 
for Trusts to become learning organisations (Department of Health, 2000; 2004b), and 
meet professional body recommendations (CSP, 2003a). This should also be made more 
explicit to their employees, in that CPD activities that are linked to the employer's 
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service objectives are more likely to be supported with time and funding than if the 
activity were pursued for personal interest. The NHS invests major resources into 
continuing professional development with little evidence of cost-effectiveness. 
There was also some inconsistency in the type and amount of support individuals 
received from their peers and other colleagues. The survey results suggest lack of 
support from peers and colleagues was not an issue, however this was raised in the 
interviews. Many interviewees accepted that in the past studying for a Master's degree 
was quite rare, however as this is now becoming more popular they had occasionally 
experienced resentment from people who may not have had the same opportunities 
earlier in their careers. It was suggested by all interviewees who had completed a 
Master's degree that peers they worked with did not always have an appreciation that 
there is any difference between having years of experience and studying at postgraduate 
level, which resulted in colleagues complaining that they were left to 'do the work', 
while others were on study leave. This was also found by Gosling (1999) who 
suggested that 'unhelpftil dynamics' could be created when some other members held a 
Master's degree and others did not; and by Stathopoulos and Harrison (2003), who 
found that participants in their focus group identified negative attitudes towards 
Master's qualified physiotherapists, although these were reported to be from other 
professional groups, rather than from peers, as in my study. A general negativity can 
affect an individual's participation, as O'Sullivan (2003) found that respondents who 
worked in small physiotherapy departments identified their colleagues' complacency 
and lack of interest as a barrier to their own CPD. 
6.5.1.4 Inequity of support 
Participants in both the survey and the interviewees in my study reported a perceived 
inequity in support for CPD, between full-time, and part-time and locum staff, and there 
was also perception that other health professionals received more support in terms of 
funding and paid leave than physiotherapists. This confirmed the findings of Roskell 
and Cross's (2000) study that compared educational and formal CPD in relation to 2 
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professional groups; respiratory physiotherapists and respiratory nurses. Both groups 
reported lack of time and funding as barriers to CPD; and that there were differences in 
funding of CPD between the 2 professions, with nurses reporting significantly more full 
funding than physiotherapists. This suggests the power of different professions in the 
NHS. My study did not find any expressed inequity relating to gender, although other 
studies did (Davies, 1990; Dowswell et al., 2000; Jackson, 1994; Jones, 1994). 
6.5.2 Perceived lack of ability 
The interviews brought out the issue of confidence or lack of confidence as a potential 
barrier to CPD, which had not been explicitly anticipated in the questionnaire, and could 
be explored further. Some interviewees reported lack of confidence in their own ability 
with regard to attending courses with assessed components, with some believing 
Master's level study was beyond their capability, particularly i f they had qualified as a 
physiotherapist at diploma level. Their reasoning could be based on comparison with 
peers, or be a matter of anxiety about theory based content or academic work not 
previously covered. Al l interviewees who had studied at Master's level commented 
positively on how postgraduate study has increased their confidence and self esteem, 
particularly when it was linked to CPD activities that promoted self-esteem in 
comparison with peers; and critical thinking that was often linked to postgraduate study. 
Some interviewees preferred external courses or conferences in order to 'learn from the 
experts', although often this appeared to be for reassurance that what the 'experts' were 
doing was in fact no improvement than their own practice, which in turn gives 
confidence. 
6.6 OUTCOMES OF CPD 
All interviewees believed the various CPD activities they had engaged in over their 
careers had produced positive outcomes on improving the service they delivered to 
patients (section 5.10.1). They also described the impact CPD had on their own self 
development (section 5.10.2) and how their new knowledge and skills could be shared 
with colleagues (5.10.3). It was however noticed that although most participants 
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believed certain CPD activities had a positive impact on patient care, when this was 
explored further in the interviews some interviewees had difficulty in verbalising how 
they had applied their learning into changing their practice, and have a direct impact on 
patient care. Those best able to articulate positive outcomes were interviewees who 
were involved in or had already completed postgraduate study. 
The inability of some to articulate how they had applied that learning to their practice, is 
perhaps why there was anxiety surrounding the need to present evidence of CPD to the 
regulatory body (HPC, 2006b). This was more evident with those who had qualified as 
physiotherapists with a diploma rather than it was with physiotherapists with degrees, 
and even less so with those with or studying for a Master's degree. It seemed that those 
with experience of reflective practice, and particularly those who have had their 
reflective practice assessed in some way in order to receive feedback, were the most 
confident in relating the outcomes of their CPD to professional practice, and were 
perhaps less anxious about what they would need to submit to HPC for re-registration. 
This raises the issue that some physiotherapists may need more support to provide the 
evidence that their CPD activities have had an impact on their practice to meet HPC 
requirements (HPC, 2006a; 2006b). 
6.6.1 The challenge of measuring the outcomes of CPD 
Almost a decade ago Gosling (1999) identified the challenge posed by trying to 
demonstrate the benefits of M level learning. Respondents to a discussion paper on 
postgraduate study sent out 2 years earlier to members of the CSP identified that 
tangible links between higher level study and enhanced patient care were difficult to 
identify and demonstrate. Although it was suggested that benefits should include: 
improved patient care through clinical audit increased research activity, increased job 
satisfaction, increased self-esteem, enhanced career opportunities and improvements in 
in-service education; no evidence was found to prove that these benefits did emerge. 
There is a range of literature on the types of tools that have been used to measure the 
outcomes of CPD, such as: CSP Outcomes Model (CSP, 2001a), performance appraisal, 
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mentoring, CPD portfolio and learning contracts (IFAC, 2008), postgraduate study, 
work-based learning ^Alsop, 2000; CSP, 1999; CSP, 2002b; Cole, 2000; Gosling, 1999; 
Walker, 1999) and formal courses (Brennan et al. 2006; Hardwick and Jordan, 2002). 
We will see that other health professions focus more on counting the input of CPD 
events attended rather than on the outcomes of those activities. 
6.6.2 Input models v outcome models of CPD 
The requirements by the Health Professions Council for all physiotherapists to 
demonstrate evidence of CPD has been discussed in Chapter 2 and as shown in the 
previous chapter, interviewees in my study reported that there was still a lack of clarity 
of what the statutory body requires of the individual physiotherapist. O'Sullivan (2003) 
suggests that despite considerable resources provided by the CSP, some members are 
not fiilly aware of these and physiotherapists require support from their professional 
body and employers to enable individual physiotherapists them to integrate their CPD 
with their practice, and an increased awareness and understanding of CPD is required to 
enable them to become independent learners. 
Comparisons can also be drawn with CPD of other health professionals, such as nursing 
medicine and occupational therapy. To ensure that registered nurses engage in CPD, 
national guidelines were introduced a decade ago prescribing a minimum of 5 study 
days in every 3-year period in order for nursing and midwifery staff to maintain their 
registration (UKCC, 1999). These requirements provide an important link between each 
professional's personal responsibility to ensure 'fitness to practise' and the principle of 
'self-validation', where each registrant undertakes relevant study in respect of his or her 
professional practice area. 
In looking at the difference between nursing and physiotherapy, it could be speculated 
that there are a number of reasons for this. Firstly, there is almost a 10 year gap between 
Govier's (1999) study and mine, and as raised in the previous chapter, there had been 
major changes in the NHS throughout this time, particularly in relation to CPD and 
financial constraints. Therefore there may not have been the same restrictions on CPD 
for nurses and midwives in the 1990s, as there were for physiotherapists in 2004-5. 
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Secondly, there are different CPD requirements between the health professions as they 
are regulated by different statutory bodies (HPC and UKCC*). Nursing as in medicine 
and dentistry used an input CPD model (for example, 5 days of CPD every 3 years in 
nursing), and credit accumulation in medicine (for example, a one-hour lecture = 1 
credit); whereas physiotherapy uses an outcomes model (CSP, 2001 a; Gosling, 2001). 
McKay (2000) explains how the Royal Colleges chose to use the "points" system of 
CME (continuing medical education), and almost 70% of surgeons returned their annual 
CME forms and almost all met the agreed minimum points total. The GMC (2004) 
advises that every doctor will be required to undergo a process of appraisal that will lead 
to revalidation, to allow the doctor to remain on the national register. 
Brigley et al. (1997) examined the question of evaluation of CPD which has been 
largely neglected in the credit-based systems of continuing medical education adopted 
by the Medical Royal Colleges. They suggest the low educational value of much 
continuing medical education and the failure to change professional practice has led to 
criticism of its emphasis on formal, didactic teaching and academic knowledge; and the 
suggestion that a more systematic and coherent approach to continuing education was 
required. The move to the concept of continuing professional development (as different 
from education), which Brigley et al. (1997) suggest draws on learning by reflective 
practice and emphasises self-directed learning, professional self-awareness, and learning 
developed in context, is more similar to the view of CPD in physiotherapy. 
By contrast, the CSP developed a Draft Outcomes Model of CPD (CSP, 2005b; Gosling, 
2001) where CPD was seen as a systematic structured process of maintaining 
professional development by promoting reflective activity and promoting a wide variety 
of learning opportunities to assess learning needs and evaluate learning outcomes. 
Whereas the medical model emphasises attendance at CPD events, the outcomes model 
emphases how individual learning. The emphasis in the outcomes model tends to be on 
how individual learning can enhance patient care in relation to increased efficiency and 
' The statutoiv body far nurelna and mldwlteiy Is now the NMC (Nureino and MUwtfety Council) 
167 
Chapter 6 Discussion of the Research Findings 
effectiveness, as well as sharing knowledge with colleagues. However there is less 
emphasis on the benefit to the individual such as personal knowledge and skills and any 
increase in job satisfaction. 
In my study participants reported confiision and lack of clarity in what they needed to 
collect and potentially submit to the HPC; and similar issues were raised when PREP 
was first introduced in nursing. Govier's (1999) study also found confusion and 
ambiguity regarding the interpretafion of the process surrounding 'PREP' and re-
registration, when he investigated what understanding nurses had of PREP and whether 
they were prepared to meet the requirements set out by the nursing regulatory body, the 
UKCC(1996). 
6.7 CPD AND NHS POLICY 
Participants in my study raised the need to meet standards of practice was frequently 
mentioned, although more often in relation to the professional body's Standards of 
Professional Practice (CSP, 2005a), and those of the regulatory body (HPC, 2003); and 
98.5% reported that they participated in CPD to keep up to date (Table 5.11). As we 
have seen there have been mounting pressures on all health professionals working in the 
NHS to demonstrate their accountability to the public and prove the efficacy of their 
practice, and on-going professional development is seen as central to the quality of 
practice and clinical governance (Department of Health, 1999a;) including changes to 
the regulation of health care professionals that are linked to evidence of CPD (NHS 
Executive, 2000), through the assessment of competency to practice (HPC, 2003; 2006a; 
2006b). I now provide a summary of some recent NHS policies that may have an impact 
on physiotherapy and CPD in the future. 
6.7.1 AHP Careers Framework' 
In the last decade we have seen a shift in the emphasis from employer support to more 
responsibility on the individual for their CPD, as a decade ago Continuing Professional 
Development: Quality in the New NHS{\999b) stated that: 
Modamlsno Allied Hsallh ProfesslonB Careere: A Competence Based Career FratnewtHfc (Department of Health,, 2008b) 
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CPD should be a partnership between the individual and the 
organisation, its focus should be on the delivery of high quality NHS 
services as well as meeting individual career aspirations and learning 
needs. 
And 
Employers should value CPD as an integral part of quality 
improvement. (Department of Health, 1999b, p 4) 
Whereas now the AHP Career Framework (Department of Health, 2008b) which was 
launched in July 2008 to help clinicians to plan their CPD and career progression, states: 
It is the responsibility of every allied health professional to ensure that 
they maintain and update their knowledge and skills as part of their 
continuing professional development. 
(Department of Health, 2008b, page 5) 
By focussing on the individual responsibility it avoids the responsibility of the employer 
to support the individual in maintaining and updating their knowledge and skills. Also 
by narrowing learning activities to competences and professions to competences this 
could limit development of individual professions who are working to develop their 
body of professional knowledge through research. Reducing professional knowledge to 
a list of competencies omits the critical thinking and clinical reasoning that underpins 
professional knowledge and skills and is so much of postgraduate learning. This also 
creates a tension with the Government's previous rhetoric of advanced practitioners 
(Department of Health, 2003b; Modernisation Agency 2004). There danger is that 
physiotherapy, as with other health professions, will return 'technicians' of the pre-
1970's where skills are carried out without the underlying clinical reasoning of why 
some particular interventions are best suited to one patient rather than another 
intervention. 
While this framework was being developed the CSP had raised concerns with Skills for 
Health and the Department of Health's Chief Health Professions Officer (O'Sullivan, 
2007) that the framework did not represent what physiotherapists do. The framework 
does not detail specific competencies for physiotherapy and Limb (2008) advises that 
the CSP is presently looking at how the framework might be used to make the case for 
new roles and promoting physiotherapy services to commissioners. 
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There is also a recent move towards looking at team competencies rather than 
professional competencies, with the rhetoric that this can assist service providers to 
deliver services more effectively. However by fragmenting interventions to a list of 
competencies that anyone in the team can be trained to do, risks losing the integrated 
care underpinned by evidence based practice that experienced practitioners can provide 
through their ability to critically appraise the literature and use their advanced clinical 
reasoning skills. 
At a time when there is a change of focus on more involvement from service users, it 
could be suggested that service users would rather have a critically thinking health 
professional who can manage their condition in an holistic way, rather than a series of 
individuals who can each perform a series of competencies but who do not have the 
underpinning evidence base of what they are doing or the ability to adequately evaluate 
the outcomes of the competency they can perform nor be able to respond with 
alternative interventions when required. 
6.7.2 Knowledge and Skills Framework (KSF)^ 
As mentioned in 6.4.3 The KSF was linked to Agenda for Change (Department of 
Health, 2004a; CSP, 2004) and had the expectation that formal academic achievements 
such as a Master's degree would lead to an increase in pay and promotion. Skills for 
Health (Department of Health, 2008b) advises that commissioners of education use 
competences, and associated knowledge and skills to develop specifications for the 
outcomes of training programmes and a checklist to assess the robustness of a 
programme of learning. A full assessment of the use of this tool will be published on 7'*' 
November 2008. At present the framework is not mandatory, but is being promoted to 
service managers, at a time when physiotherapy services are increasingly being 
managed by individuals who have not had a background in physiotherapy. Again using 
the language of 'training' could takes us back decades to a technician model of 
The NHS Knowledge and Skilte FfamowoA (NHS KSF) and the Development Review Process. (Department of Health,. 2004c) 
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physiotherapy, when physiotherapy was prescribed by doctors, and a programme of 
'treatment' was administered to a patient, based on another professionals choice of 
intervention; whether the physiotherapist believed this was the most appropriate 
intervention for an individual patient or not. 
6.7.3 High Quality Care for All - NHS Next Stage Review' 
Now that practice-based commissioning groups have 10 clinical pathways as proposed 
by Lord Darzi's report of the health service plan for the next 10 years (Department of 
Health, 2008a; 2008b), Hunt (2008b) suggests that physiotherapists should be 
encouraged to be more engaged in implementing more physiotherapy-led services, to 
match these clinical pathways. Although my findings did not suggest that there were 
any significant differences between the different clinical sub-groups and therefore did 
not provide any evidence to support a move towards CPD matching the 10 clinical 
pathways identified in the Darzi report; i f the same study was carried out post-Darzi the 
findings might have been different. 
6.8 Summary 
What has emerged from my findings is that it is the outcome of CPD activities that 
physiotherapist engage in that are important to the individual physiotherapist (individual 
achievement), the organisation that employs them (service enhancement), the profession 
(development of professional knowledge) and most importantly the patient (improved 
patient care). 
Professional development has traditionally focussed on clinical skills-based courses or 
qualifications and academic awards, and i f the current lack of fiinding for CPD 
continues there needs to be alternative or flexible ways of meeting learning needs and of 
recognising achievement. The value of work-based learning and other informal activities 
in the workplace, particularly by junior physiotherapists is important. Perhaps in the 
past this valued source of learning and personal and professional development has been 
High Quality Com (or AD- NHS Next Stage Review Final Report: Our NHS - Secured today for future generations (Department of 
Heaim.. 2008a) 
171 
Chapter 6 Discussion of the Research Findings 
overshadowed by the more expensive external courses on offer, although there appears 
to be no evidence that the latter is any more beneficial to the individual or the patient 
than the former. There could also be a need to look for alternative delivery of 
programmes of learning such as e-leaming modules (Mathur et al, 2005). 
It appears that although many physiotherapists are actively participating in a range of 
CPD activities there are still many who not fully confident about demonstrating the 
learning that has taken place during and following these activities and evidencing how 
this has changed their practice. They therefore still require more support through their 
employers, managers, the professional and regulatory bodies to be able to reflect of 
these activities and demonstrate evidence of the outcomes. 
Despite the CSP's work to promote the use of the outcomes model of CPD (CSP, 2005b) 
and recording this in a professional portfolio there still appeared to be a lack of 
engagement with documenting reflective practice and recognising how CPD activities 
can be used to demonstrate CPD. There does appear that there are still a large 
proportion of physiotherapists who are not confident in using a portfolio. 
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Chapter 7 
- CONCLUSION AND RECOMMENDATIONS -
7.1 INTRODUCTION 
This chapter presents the conclusions and implications of my thesis drawn from the main 
findings of my study, in relation to the research aims (Section 3.10). Much of the 
previous published research had focused on formal CPD, with skill-based courses still 
appearing to dominate in the UK (Beeston et al., 1998; CSP, 2006; O'SuIlivan, 2003). 
The review of the literature has shown there was a paucity of research where 
respondents had identified the fiil l range of CPD activities that they engage in, 
information on their participation in these activities, how they make the choice for one 
CPD activity rather than another, and what impact these activities had on their practice. 
An important purpose of my thesis was therefore to fill a gap in knowledge by 
identifying the CPD activities of a sample of physiotherapists and exploring their 
perceptions and beliefs of the outcomes of these activities. I believe that the findings 
from my study have provided an increased understanding of the reasons why 
physiotherapists choose to participate in particular CPD activities, provided new insights 
into outcomes of CPD, which has assisted the development of appropriate post 
registration provision for local physiotherapists in response to their perceived needs; by 
approval of a new MSc in Advanced Practice programme with 9 specialist pathways for 
physiotherapists, other AHPs and nurses (University of Teesside, 2007). The expense 
associated with the costs of external courses warrants consideration of a variety of 
activities, and future research should investigate non-formal CPD, such as WBL, 
mentorship and self-directed study. This chapter concludes with a reflective account of 
my learning and development throughout the research process (Section 7.5). 
7.2 SUMMARY OF M A I N FINDINGS AND IMPLICATIONS FOR PRACTICE 
At the end of the previous chapter I summarised the main findings under four points: 
1. That outcomes of CPD are what is important to the three parties concerned: 
practitioners, employers and patients 
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2. That past emphasis on external courses and awards needs to be complemented by 
work based learning and new modes of delivery 
3. That there is a lack of confidence about CPD in some quarters and such people 
will need support as CPD becomes a re-registration requirement 
4. That focus on outcomes models also creates uncertainty and there needs to be 
further support in use of portfolios to evidence the outcomes of CPD activities. 
It appears therefore that participants in my study have accepted their personal 
responsibility to participate in CPD and to develop their knowledge and skills to remain 
on the HPC register. However i f managers and employers want their staff to remain fit 
for practice they also need to accept that they need to support this requirement, for 
example, through providing the minimum of the equivalent of a half-day per month for 
professional development (CSP, 2003a). There needs to be some consistency, since at 
present some managers offer this time in excess of mandatory and in-service sessions, 
that is, they give the time for individuals to reflect on these activities, rather than just the 
chance to attend them. This view is supported by the outcomes-based approach. 
The findings from this research suggest that physiotherapists who responded in this 
survey expressed a strong desire to participate in CPD activities in order to develop their 
own skills and through this development enhance the quality of patient care and improve 
service delivery. However it is not only individual achievements as a result of CPD that 
are important; it is also making explicit the link between the outcomes of CPD and 
patient care. The respondents' decisions to participate in CPD activities appeared to be 
influenced more strongly by altruistic values related to enhancing their professional 
practice than by the prospect of recognition and reward, or by compliance with policy. 
This development of self through professional practice, as introduced in the findings in 
chapter 6 shows the need for individuals to be supported through a range of CPD 
activities focused on the individual, service, and patient needs. Despite policy initiatives 
and supporting guidance from professional and statutory bodies the findings suggest 
many physiotherapists require on-going support. The results of this study suggest that 
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effective CPD should enable individuals in their present role or one to which they aspire, 
at whatever stage they are in their career. Effective CPD requires individual 
physiotherapists to be able to identify their learning needs, recognise appropriate CPD 
activities and be able to apply the outcome of that learning and demonstrate the effect on 
their practice. Effective CPD requires support from service managers and employers in 
order to enhance their practice and service delivery. 
What has emerged from my findings is that it is the outcome of these activities that are 
important to the individual physiotherapist (individual achievement), the organisation 
that employs them (service enhancement), the profession (development of professional 
knowledge) and most importantly the patient (improved patient care). The value of 
work-based learning and other informal activities in the workplace, particularly by 
junior physiotherapists, is important and has implications for practice. 
However, as we have seen few studies have examined changes in clinical outcomes for 
patients treated by physiotherapists following participation in CPD activities. It would 
appear that measuring changes in knowledge or attitudes is more easily achieved than 
demonstrating the direct impact of CPD on improving clinical outcomes for patients. 
The challenge is to enhance the skills and increase the capability of physiotherapists in a 
rapidly changing NHS; and to develop effective CPD activities that provide outcomes 
that develop an effective physiotherapy service that is responsive to the needs of 
patients. 
The study's findings offer challenges and questions to CPD provision because the results 
suggest there are a number of reasons why physiotherapists working in different 
specialities and at different stages of their careers chose particular CPD activities, or not. 
Findings suggest that there should be less emphasis on formal courses and conferences, 
and an increase in WBL, and self directed learning. Work-based learning provides 
practitioners with the opportunity to developing their knowledge and skills with reduced 
time away from patient care, particularly for those who feel 'guilt' in taking time away 
175 
Chapter 7 Conclusion and Recommendations 
from their practice. There is a difference between work based learning, and learning as a 
separate activity, such as a short clinical course or a longer academic programme. WBL 
activities could be a by-product of the working process, such normal practice activity as 
shadowing a more experienced physiotherapist, or shadowing a colleague fi'om another 
discipline to develop a more holistic view of the patient pathway. This could be 
supported through mentoring and clinical supervision. The challenge would be for the 
supervision to provide structured reflection from learning activities that take place 
during normal working activity, and assist the individual to collect evidence that the 
activity has improved their practice. 
The findings showed that some people value academic programmes, particularly i f there 
is an element of advanced clinical skills, and this suggests they will continue to have a 
place. However HEI providers need to further develop distance learning and on-line 
modules/programmes, so that learners can access these at a time that is convenient to 
them. Although students may not be on site there are still high costs involved in the 
development and delivery of on-line modules, and support to off-site students. To link 
into academic credits, collaboration between service managers and HEI providers to 
develop and support negotiated work based learning modules or programmes is one 
route, as is accreditation of previous experiential learning (APEL). 
Another challenge evident from the findings where many people emphasise only clinical 
skills is changing the culture in physiotherapy, which continues to look for clinical skills 
based modules and programmes, frequently without much evidence base and lack of 
evaluation of the learning that has taken place. This is being addressed in some part by 
the work the professional body is doing on endorsing non-credit bearing programmes of 
learning. TTiere also needs to be improved marketing of higher degrees in showing how 
higher level thinking and advanced clinical reasoning can have direct impact on 
physiotherapy practice. This would also need to be underpinned by research. 
In order to make CPD work: 
1. Physiotherapists need to plan their CPD and discuss this during clinical 
supervision, and with their line manager through the PDR system in their 
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workplace 
2. There needs to be support from their line manager and employer to match 
training and development provision to professional and service need 
3. Identify a core set of variables associated with engaging in CPD and promote the 
elements of employment environments that foster CPD. 
However LLL is a human endeavour and CPD is only the career long part of LLL; 
sometimes there may be overiap, other times they may be completely different. It is 
clear from the findings that physiotherapists see themselves as consumers of CPD and 
need to be able to evaluate the merits of different CPD activities in order to select the 
most appropriate to their needs and the needs of their patients, as well as the 
organisation that employs them. 
7.3 IMPLICATIONS FOR PHYSIOTHERAPY PRACTICE AND POSTQUALIFYING EDUCATION 
Having considered the issues which arise directly from the research, it is now time in 
conclusion to return to the general context of policy and development introduced at the 
beginning of the thesis. 
As we have seen there have been mounting pressures on all health professionals working 
in the NHS to demonstrate their accountability to the public and prove the efficacy of 
their practice, and on-going professional development is seen as central to the quality of 
practice and clinical governance. The Health Act (Department of Health, 2001b) 
included changes to the regulation of health care professionals that are linked to 
evidence of CPD (NHS Executive, 2000), through the assessment of competency to 
practice (HPC, 2003). It also involved a widening of accountability to patients, the 
community, managers and policymakers. There is a huge financial investment by the 
NHS on spending on CPD. Brown et al. (2002) reported that the total NHS spending on 
CPD in 1999-2000 was £1 billion pounds. There is no data available on the spending of 
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CPD in physiotherapy; however the Department of Health (Department of Health, 
2003c) reported spending £13.4 million on CPD for AHPs and nursing. 
CPD has traditionally focussed on qualifications and academic awards, and i f the current 
lack of funding for physiotherapists continues there needs to be alternative or flexible 
ways of meeting learning needs and of recognising achievement. Although formal CPD 
is not the only way to stay up to date with knowledge, skills, and evidence based 
practice; more research is needed for CPD to be shown to be an effective means for 
improving practice patient outcomes. 
It could be proposed that the priority for career long learning should be to offer CPD 
activities that enable the development of self within professional practice. CPD can 
provide the opportunity to change individual practice, and effective CPD should enable 
individuals to develop in their present role and also allow them to prepare for fiiture 
aspirations throughout their career, across a range of specialities and contexts of 
practice. As physiotherapy promotes the principles of evidence based practice, the 
outcomes of CPD activities should be better linked to improved delivery of care and 
more effective clinical outcomes for patients, otherwise it is unlikely that the workplace 
wil l provide support in the form of course fees or study leave. Such a strategic approach 
will also help managers to develop structured in-service CPD programmes, and choose 
effective external programmes. 
It is evident from the findings that participants found it difficult to describe and 
demonstrate the effectiveness of CPD in providing direct outcomes to patient care. 
Continuing career development needs to emphasise the learning developed in the context 
of professional practice, self-<lirected learning, self-awareness in identifying individual 
learning needs, critical reflection on their practice, critical analysis of the evidence base 
of physiotherapy practice, and the learning needs of their organisations. 
While CPD budgets continue to be targeted as ways of meeting budget short falls, a 
smarter way of using work-based and self-directed learning needs to be developed and 
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encouraged. For instance many participants reported participating in in-service sessions, 
so perhaps these could be better planned and structured in order to not just include CPD 
content, but also how to critically review this content and reflect any new learning that 
has taken place and then how to document this in order to meet requirements of external 
stakeholders such as PDR/appraisal, Skills for Health competences; KSF; and HPC 
requirements. There could also be a need to look for alternative delivery of programmes 
of learning such as e-leaming modules. 
There remain challenges in trying to demonstrate the degree to which improvement in 
patient outcomes has occurred following specific CPD activities, and until appropriate 
measures are developed there will remain a tension around appropriate access to 
funding. Funding remains an issue and there needs to be more transparency in how 
budget holders ensure that funding matches service requirements, and ensure funding 
keeps physiotherapists, and other health professionals, up to date in their practice. 
Objective outcome measures are available to measure the impact of treatment, but as 
yet no objective measures are available to measure outcomes of CPD, due to the 
difficulty in quantifying actual change in behaviour following CPD activity (Dolcourt 
(2000). Often subjective perceptions of learners are used to try to demonstrate 
educational effectiveness, and learner self satisfaction with an educational programme 
of learning. Even programmes of learning that have robust strategies to assess their 
learning outcomes, do not assess changes in practice and direct outcomes on patient 
care. 
7.4 RECOMMENDATIONS FOR FUTURE RESEARCH 
In chapter 6 there were a number of places where it became evident that further research 
is needed. The points are listed here again in summary; 
1. Research into the role of reflective practice in physiotherapy and the benefits of 
this on physiotherapy practice. 
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2. Explore physiotherapists' perceptions of mentoring and supervision and how 
these impact on practice 
3. Explore in-service programmes; their content, structure and delivery, across a 
number of sites involving staff from a range of clinical specialties and 
employment grades 
4. Explore work-based CPD activities, type, participation, outcomes, whether uni-
professional or inter-professional 
5. Explore self-directed learning activities, type, participation, outcomes 
6. Following CPD activities explore the ways in which the outcomes for 
patients/service improved. The CPD follow-up period should be at least 12 
months to detect intervention effects and their sustainability. 
7.5 R E F L E C T I V E ACCOUNT 
In the spirit of reflection which has been discussed as important in CPD - and this thesis 
has served this purpose for me - 1 have space for some final reflections. 
During the research process I kept a record of significant learning events, and the 
following narrative contains a summary of selected episodes that highlight those aspects 
I consider significant, and which I am prepared to share with others. Narratives such as 
this can be difficult to put into words. When summarizing I was very aware that others 
would read my private thoughts, therefore I have moderated what I included. This is not 
to say I did not gain insight into how my past experiences have shaped my ideas and 
beliefs and how this will affect my future decisions, but I have reserved the right to 
protect myself from revealing too much. When reading my collection of past 
experiences I recalled many memories and found this somewhat cathartic. In analysing 
these events Diamond (1991, pl04) suggests 'The task is that of reconstructing the 
author's personal worid from his or her own viewpoint by making explicit his or her 
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phenomenal categories, that is, those patterns through which he or she structures his or 
her world and interprets his or her existence'. 
Reflection was on-going throughout the research process, particularly so throughout and 
following the interviews, where I needed to reflect-in-action in order to actively listen to 
the interviewee responses while also framing my follow-up questions i f issues they 
raised required further probing, or to close down a conversation where topics had 
become saturated. Following each interview I also reflected-on-action, particularly in 
the early stages of data collection as my interview technique was being developed; and 
also when listening back to the tape recordings and checking against field notes so that I 
could reflect further on my interview technique. The use of a semi-structured interview 
schedule allowed me to ask the same questions of each interviewee while also allowing 
a flexible framework to explore new issues as they arose. 
7.5.1 What did I learn about myself? 
Procrastination can only be maintained for a limited period, as there are only so many 
times that I could clean my kitchen cupboards before the reality of just getting on with 
the writing-up phase hit home. 
I am more of a perfectionist than I thought, and I needed a lot of encouragement not to 
stick to the exact research plan from my proposal- here I felt I was letting myself down 
by not completing the task as I had originally said I would, therefore I saw this as a 
potential failure. I had the dilemma of trying to complete as I had originally wanted to 
do, but time was running out. 
I have increased my confidence in submitting work to be published/abstracts for 
conference presentations. 
Using different types of data enriches research findings. I have always been more 
interested in finding answers to 'why' and 'how' questions, rather than identifying 
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answers to the 'what' and 'when'. The survey could report answers to questions but the 
interviews were needed to enable participants to explain their answers. 
7.5.2 What did I learn about the research process? 
I had wanted to collect information on the actual amount of time spent on these activities 
by each respondent, and then look at differences in trends across the different sub-
groups in relation to: years in present clinical speciality, grading of post, years in grade, 
academic qualifications, gender, and working hours. However as there was inconsistent 
recording of hours/days spent on CPD activities between respondents which affected the 
quality of the data, no further analysis was carried out on these data. The potential for 
respondent error in completing this section of the questionnaire had not been picked up 
in the pilot and there is a lesson here for the future. 
Ethics can be a minefield, as raised in the Methodology chapter: section 4.5.2. Although 
in my case I manoeuvred through the process without having to re-submit any 
paperwork the process was lengthy and required numerous form filling, letter writing, 
emails and telephone calls to ensure a positive outcome. All this when I could not find 
any evidence that any fully consenting health professional had ever been harmed by 
filling in a questionnaire or being part of an interview. Perhaps the most ethical issue 
raised should have been the health professional taking an hour out of treating patients to 
attend the interview, or 15 minutes i f they completed the questionnaire in their 
employer's time, although neither of these issues were raised by any of the Local 
Research Ethics Committees (LRECs), Research and Development Committees or by 
any of the Physiotherapy managers. It also calls into question this process for anyone 
following an academic programme, i f NHS RECs do not have confidence in the 
decisions made by REC of academic departments in HEIs. Particularly so when 
fi-equently Chairs of REC in HEIs are members of NHS LREC. 
On a positive note having been through the process myself, this made me much more 
confident when supervising post-registration physiotherapists who were doing MSc 
182 
Chapter 7 Conclusion and Recommendations 
dissertations, to ensure that they completed the fomn correctly. Also, due to my 
successful LREC submission the Chair of the University Research Ethics Committee at 
my employing university at that time, requesting using my LREC application as an 
example of good practice for university staff who were going through the same process 
(Appendix XXI). 
Because of the time involved in completing the transcripts of the interviews, a full 12 
months had elapsed between the interviews taking place and completion of the 
transcripts. I had intended to return each transcript by hand, but work commitments did 
not allow for this, so I returned the transcripts, which had maintained anonymity, using 
for example. Interviewee A, and placed in sealed enveloped marked Private and 
Confidential, to each interviewee. Although 1 asked participants to return the transcripts 
with any changes or additional comments, five were returned unopened, with forwarding 
address unknown, and no other responses were received. This could have been due to a 
lack of error in the transcripts, or the long gap between interview and return of the 
transcript could have affected their memory and meant the interviewee could neither 
confirm nor refute the authenticity of the transcript in relation to their interview. The 
accompanying letter (Appendix XX) had indicated that i f no changes were received it 
would be accepted that the transcripts were a true reflection of the interview. However 
due to the time lapse I cannot be sure that they all reached their intended audience. 
7.5.3 What could I have done diflerently? 
1 have no real regrets as I thoroughly enjoyed the whole of the EdD programme, fi-om 
the taught modules that helped me to decide which topic of interest to research, through 
the research proposal stage, which helped me to focus my research question and then 
carrying out the research itself, to the writing up of the thesis. I had also chosen to do an 
EdD rather than a PhD as 1 see my future as more a researching professional rather than 
a professional researcher. 
183 
Chapter 7 Conclusion and Recommendations 
There could be a lot of ' i f only's', but on reflection I probably would not have changed 
what 1 did, as I accept that life (and work) goes on around an EdD thesis. For instance 
throughout this time 1 have moved house once, and changed my job 3 times at 3 
different universities, and immediately following data collection took a part-time 
secondment from 2006-2007 with the Chartered Society of Physiotherapy, which is 
based in London. Although the secondment was home based, I was required to travel 
around the UK visiting lecturers in physiotherapy from all HEIs that run physiotherapy 
programmes, and attend meetings in London 3-4 times a month. 
On reflection perhaps I should have officially suspended my studies on the EdD for 18 
months when I took on this secondment, as I was in a state of constant guilt over not 
engaging with data analysis throughout that time. At the time I felt that i f I had 
suspended my studies I may have found it more difficult to pick them up again, and 
although I did not produce any writing during this time, the research was constantly at 
the back of my mind, and I would occasionally pick up journal articles or write down 
thoughts that I could use when I got back into the writing up phase. 
In relation to the actual research, the process would have been helped, and consequently 
the thesis would have been written up and submitted a year earlier if: 
I could have found funding for: 
o Postal charges, SAE, follow up reminders 
o A research assistant /administrator 
o to distribute questionnaires to individual participant 
o to send out reminders, and follow up non-responses 
o to type up interview transcripts 
However, despite these points, as I have said above, the research has met the aims of the 
study. The thesis has fulfilled its purpose for me, by offering me the opportunity to 
better understand my profession and enable me to develop and extend my research 
skills. It has served its purpose for the profession in adding more knowledge of the role 
and value of CPD; assisted in the design of CPD for local physiotherapists; and 
suggested further research for myself and others. 
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APPENDIX I I : O V E R V I E W O F L I T E R A T U R E S E A R C H 
Summary of search strategies 
Search Strategy 1 Search Strategy 2 Search Strategy 3 
Continuing professional 
development (kw) 
Continuing professional 
development (ti,ab) 
Continuing professional 
development (ti) 
O R O R O R 
CPD (kw) CPD (ti,ab) CPD (ti) 
O R O R O R 
Continuing professional 
education (kw) 
Continuing professional 
education (ti,ab) 
Continuing professional 
education (ti) 
O R O R O R 
Continuing education (kw) Continuing education 
(ti,ab) 
Continuing education (ti) 
O R O R O R 
Professional development 
(kw) 
Professional development 
(ti.ab) 
Professional development 
(ti) 
O R O R O R 
Lifelong learning (kw) Lifelong learning (ti,ab) Lifelong learning (ti) 
A N D A N D A N D 
Motivat$ (kw) MotivatS (ti,ab) MotivatS (ti) 
O R O R O R 
View$ (kw) ViewS (ti,ab) ViewS (ti) 
O R O R O R 
Opinions (kw) Opinions (ti,ab) Opinions (ti) 
O R O R O R 
Perceptions (kw) Perceptions (ti,ab) Perceptions (ti) 
O R O R O R 
Values (kw) Values (ti, ab) Values (ti) 
O R O R O R 
Barriers (kw) Barriers (ti,ab) Barriers (ti) 
O R O R O R 
Compliance (kw) Compliance (ti,ab) Compliance (ti) 
O R O R O R 
ParticipatS (kw) ParticipatS (ti,ab) ParticipatS (ti) 
O R O R O R 
EngagS(kw) EngagS (ti,ab) EngagS (ti) 
A N D A N D 
Physiotherapy (kw) Physiotherapy (ti,ab) 
O R O R 
Physical therapy (kw) Physical therapy (ti,ab) 
Abbreviations: 
kw = key word 
ti = title 
ab = Abstract 
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Summary of retrievals in individual databases 
Database Articles 
Retrieved 
Included Excluded 
Searcii Strategy 1 
CINAHL 773 n/a n/a 
AMED 47 n/a n/a 
Medline 34 n/a n/a 
Psyclnfo 176 n/a n/a 
British Nursing Index 1 0 1 
British Education Index 2 0 2 
Australian Education 
Index 
7 0 7 
ERIC 16 0 16 
Total 1056 
Search Strategy 2 
CINAHL 64 22 42 
AMED 35 9 26 
Medline 19 1 18 
Psyclnfo 3 0 3 
British Nursing Index n/a n/a n/a 
British Education Index n/a n/a n/a 
Australian Education 
Index 
n/a n/a n/a 
ERIC n/a n/a n/a 
Total 121 32 89 
Search Strategy 3 
CINAHL 149 34 115 
AMED 11 3 8 
Medline 76 8 68 
Psyclnfo 32 6 26 
British Nursing Index 28 0 0 
British Education Index 92 5 87 
Australian Education 
Index 
86 4 82 
ERIC 78 4 74 
Total 422 64 358 
Key: 
CINAHL (Cumulative Index to Nursing and Allied Health) database is a comprehensive 
source of information for nurses, allied health professionals, and others interested in health 
care. 
AMED (Allied and Complementary Medicine Database) covering the fields of complementary 
or alternative medicine. 
Medline database is source of medical information, covering the whole field of medicine 
including dentistry, veterinary medicine and medical psychology. 
Psycblnfo database provides extensive international coverage of the literature on psychology 
and allied fields. 
ERIC = Educational Resources and Information Centre 
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To date, there is littie research that identifies the types of CPD activities which chartered physiotherapists engage in, 
or how individual physiotherapists perceive how these activities influence their personal development, professional 
practice or patient care. O'Sullivan (2003) undertook a qualitative study to explore the barriers to undertaking CPD; 
the main issue to emerge was that individual physiotherapists were motivated and committed to CPD but experienced 
iguilt about taking time for it because they were working in demanding environments where the patient needs are 
i paramount, and CPD was not necessarily integral to practice. She concluded that an increased awareness and 
understanding of CPD is required in order to enable physiotherapists to become independent learners. 
Anecdotal evidence from local physiotherapists i n ^ B ^ SHA, relayed through die Chartered Society of 
I Physiotherapy (CSP) CPD Co-ordinators Networic meetings with the researcher,in her role as representative on the 
[CSP CPD and Postgraduate Education Group, suggests that the local HEI provider, the University o f t S ^ m i 
should be more pro active in providing CPD for physiotherapists in response to local need. Training budgets for 
CPD are limited and physiotherapists who are funded to travel out of the area to anend CPD activities through the rest 
lof the UK seriously limits the CPD opportunities for other physiotherapists in their Trust. 
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AlO. Give a brief synopsis/summary of methods and overview of the planned research. This should include 
a brief description of how prospective research participants and concerned communities (not 
necessarily geographical) from which they are drawn have been consulted over the design and details 
of the research. (Where appropriate a flaw chart or diagram should be submitted separately. It should be 
clear exactly what will happen to the research participant, how many times and in what order.) 
This exploratory study will use a sequential multi-method design, involving 2 phases of data collection: 
Phase 1: involves a self-completion questionnaire survey of all physiotherapists employed in one SHA; 5 NHS 
Trusts and 10 PCTs; to identify the types of CPD activity physiotherapists engage in, the choices they make, and 
barriers to CPD. This will involve approximately 400 physiotherapists (Wilson, 2004). Participants completing 
and returning the questionnaire will be invited to volunteer to participate in phase 2. 
Phase 2: individual semi-structured interviews to explore physiotherapists' perceptions and beliefs about CPD. 
This will involve a stratified representative sample of 20 physiotherapists based on data collected in phase 1. The 
advantage of stratifying a population before taking a sample is that the chances of picking a deviant sample are 
smaller, than using a simple random sample of the whole population. A limitation of stratified sampling is that it 
requires advance knowledge of the important factors within the population and their relative proportions. 
Knowledge of these important factors will be found from data collected in phase 1. A semi-structured interview 
guide will be developed following analysis of data from the survey. The two phases of the study are 
interdependent and together will provide a more comprehensive picture than either would alone (Tashakkori and 
Teddle, 2003). Twenty interviews is considered feasible in the time available for an individual researcher 
following a part-time postgraduate programme. (See also Research Timeplan attached) 
I Procedure: 
Pilot: Following approval from the Ethics Committee at the University of Durham (see attached letter); NHS 
LREC; University of ^ H ^ R E C ; Research & Development Approval Boards for each NHS Trust and PCTs; 
and permission firom physiotherapy managers to access staff; the questionnaire (attached) will be piloted with 12 
physiotherapy academic colleagues: all have previously been physiotherapists in the NHS, with 3 being employed 
clinically wiUiin the last 12 months. Piloting and subsequent feedback will enable the researcher to make any 
necessary changes to improve the questionnaire design and improve clarity of instructions prior to the main study. 
Main study: All participants in phase 1 will be sent a Participant Information Sheet (attached), attached to the 
Questionnaire (pilot questionnaire attached). These will be distributed to each NHS site in the SHA by the local 
CSP CPD Co-ordinators. who meet regularly with the researcher as part of the national Chartered Society of 
Physiotherapy (CSP) CPD Co-ordinators Network. Participants who then wish to volunteer for the individual 
interviews can complete and return the Contact Details Sheet (attached). This wdll be returned separately to the 
questionnaire to maintain anonymity of responses. 
The data from the questionnaires will be analysed in order to provide demographic information from the 
participants in relation to factors such as: qualification, experience and clinical speciality; and discover i f there are 
any differences in relation to these variables. 
A stratified representative sample, in relation to grade, clinical speciality and experience, of 20 participants will 
ibe chosen from those who complete and return the Contact Details Sheet at the end of the Questionnaire, to take 
ipart in phase 2. The interviews will take place either in a private room in the School ^ H B H f l l ^ B ^ ^ or 
iin a NHS site, as preferred by the participant. Participants will be invited to read and sign the Consent Form 
(attached) prior to their individual interview. The audio tape recordings of the interviews will be transcribed 
verbatim by the researcher in order to maintain confidentiality and anonymity of the participants. Each interview 
transcript will be retumed to the interviewee so that he/she can check authenticity and provide further clarification 
if necessary. 
Contact details, audio tape recordings of the interviews and transcripts will be kept in a secure place until 
successful completion of the research and publication of the thesis. Follow/ing this they will be destroyed. 
The completed thesis wrill be available for reference from the Library, School of Education, University of Durham. 
The research findings will be disseminated to physiotherapists locally via their CSP CPD co-ordinator, and 
nationally through the Chartered Society of Physiotherapy CPD Co-ordinators Network. It is also envisaged that 
the researcher will submit a paper of the study for publication in the peer reviewed journal, 'Physiotherapy'. 
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A l l . Will any intervention or procedure, which would normally be considered a part of routine care, be 
withheld from the research participants? ™ „ _ . ,^ „ 
Yna LJ NO 0 
A12. Will the research participants receive any clinical intervention(s) or procedure(s) including taking samples of 
human biological material over and above that which would normally be considered a part of routine clinical 
care? YESD NO0 
RF.C. Annlicaiion Form - Version 3.0. Jan 
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A13. Will the research participant be subject to any non-clinical research-related intervention(s) or procedure(s)? 
YES • NO 0 
A14. Will individual or group interviews/questionnaires discuss any topics or issues that might be sensitive, 
embarrassing or upsetting, or is it possible that criminal or other disclosures requiring action could take 
place during the study (e.g. during interviews/group discussions, or use of screening tests for drugs)? 
YES • NO 0 
Jhe Itifofmation Sheet s^waid make it clear vtieietivkEitcir^^ action may be tcdieii 
Perceived Value of CPD for Chartered Physiotherapists- Version I Date: 10/06/2004 Ref 04/Q1002/34 
A15. What is the expected total duration of participation in the study for each participant? 
iPhase 1:10-15 minutes fDr completion of the questionnaire. 
iPhflsel-One hQHr fQLindM _ _. 
A16. What are the potential adverse effects, risks or hazards for research participants either from giving or 
withholding medications, medical devices, ionising radiation, or from other interventions (including 
non-clinical): 
[Minimal risk from qualified staff completing a questionnaire or volunteering to participate in an individual interview. 
A17. What is the potential for pain, discomfort, distress, inconvenience or changes to lifestyle for 
research participants? 
Minimal inconvenience for time taken to complete the questionnaire and participate in interview. 
A18. What is the potential for benefit for research participants? 
i Findings will inform development of the post registration provision at^BlliifcUniversity in response to the 
iidentified perceived needs of local physiotherapists employed in the ^ mBBBBBBBBBBI^ Strategic 
Health Authority (<VI9 SHA). The present postgraduate provision that has been agreed by the 
miPWorkforce Development Confederation is available free to physiotherapists working within the 
SHA. Further development of provision in response to perceived need would allow more physiotherapists to benefit 
from CPD, due to limited resources available for physiotherapists who are presently traveling outside the^HHlSHA 
ito access CPD provision at other HEIs. 
A19. What is the potential for adverse effects, risks or hazards, pain, discomfort, distress or inconvenience for 
the researchers themselves? (if any) 
jMinimal. The researcher is fUliy aware of the time involved in collecting and analysing data from both phases of the 
i research and in the writing up of the doctoral thesis. 
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A20. How wiJI potential research participants in the study be 0) identified, (ii) approached and (iii) recruited? 
Give details for cases and controls separately if appropriate: 
'Phase One: Survey using self-completion questionnaire 
i(i) With permission from the physiotherapy managers within the f ^ H B I ^ B I I H i l H B m ^ Strategic 
[Health Authority, the physiotherapy CPD co-ordinators in each site will distribute the questionnaires to all 
members of the Chartered Society of Physiotherapy that are employed within the physiotherapy department that 
they represent. The Workforce Development Confederation have identified physiotherapy head count as follows: 
NHS Tmst: 64 
NHS Trust: 18 
— -12 
: 86 
S Trust: 2 
PCT: 0 
CT: 0 
PCT: 14 
PCT: 33 
PCT: 0 
PCT: 2 
PCT: 70 
(Wilson, 2004) 
|(ii) Approval is required from R&D managers in each NHS Trust and from one R&D department that covers all 
the PCTs. Permission to access staff will also be requested from Physiotherapy Managers in each site. Following 
approval. Participants Information Sheets will be distributed wath the questionnaires to each physiotherapist by the 
CPD co-ordinators. 
(iii) Those participants who wish to participate in the study can complete and return the questionnaire in a sealed 
envelope and place it in a drop box in the staff room, to be collected by the researcher on a specified date 
Phase Two: Individual Interviews 
(ii) A separate Contact Details Sheet will be sent with the questionnaire. Those participants who wish to 
participate in the individual interviews can complete and retum this sheet in a separate envelope to the 
questionnaire in order to maintain anonymity of responses 
(iii) The researcher will contact a stratified sample of these volunteers (20 physiotherapists) in order to arrange an 
interview at the participant's preferred time and location. 
Al l . Will research participants be recruited via advertisement? 
YESD 
WS REC Application Form - Version 3.0. Jan 2004 
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All. What are the principal inclusion criteria? (Please justify.) 
Chartered physiotherapists employed in the NHS at sites \^/ithin t he^ |P^BHHBH|H| |BPH 
Authority at the time of the study. All physiotherapists employed by the NHS are chartere<^hysiotherapists. 
A23. What are the principal exclusion criteria? (Please Justify.) 
No physiotherapists employed outside of the Strategic Healdi^ ^^ A 
SHA) wil l be recruited, that is those physiotherapists employed in the independent sector, social services, the 
prison service or in higher education. It is accepted that this wil l limit the results of the study to physiotherapists 
in the NHS. However the NHS is the main employer of physiotherapists and due to time and resource limitations 
of a student researcher following a part-time doctorate, it would not have been feasible to gain access to those not 
employed b y l H P S H A . 
A24. Will the participants be from any of the following groups? (Tick as appropriate.) 
• Children under 16 
• Adults with learning disabilities 
• Adults who are unconscious or very severely i l l 
• Adults who have a terminal illness 
• Adults in emergency situations 
• Adults with mental illness (particulariy i f detained under mental health legislation) 
• Adults suffering from dementia 
• Prisoners 
• Young Offenders 
• Adults in Scotland who are unable to consent for themselves 
19 Healthy volunteers 
• Those who could be considered to have a particulariy dependent relationship 
with the investigator, e.g. those in care homes, medical students 
• Other vulnerable groups 
Justify their inclusion: 
Chartered physiotherapists that fulf i l the inclusion criteria of being employed in the NHS at sites within the 
1 Health Authority at the time of the study. 
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A25. Will any research participants be recruited who arc involved in existing research or have recently been 
involved in any research prior to recruitment? 
What steps will you take to find out? YES • NO • Not Known 0 
The R & D Managers in each site will be aware of any other research involving this population. This has not been 
raised as an issue in any of the sites in communication wHth the researcher prior to making this application. 
A26. Will informed consent be obtained from the research participants? 
YES 0 NO • 
Give details of who will take consent and how it will be done. Give details of any particular steps to provide 
information (in addition to a written information sheet) e.g. videos, interactive material 
If participants are to be recruitedfrom any of the potentially vulnerable groups listed in A 24, give details of extra 
steps taken to assure their protection. Describe the arrangements to be made for obtaining consent from a legal 
representative. 
I A Participant Information Sheet (attached) will be enclosed with the self-completion questionnaire (pilot 
questionnaire attached). This describes each phase of the proposed study and expected participant involvement. 
Participants willing to volunteer for the individual interviews in phase 2 of the study will return their Contact 
jDetails Sheet to the researcher in a separate sealed envelope. 
Prior to the individual interviews participants will complete an Informed Consent Form (attached) which explains 
that the interviews will be audio tape recorded, transcribed in ful l and both tapes and transcripts wil l only be 
available to the researcher and academic supervisor. Participant contact details, audio tapes of the interviews and 
itranscripts wall be stored by the researcher in a locked cupboard in her personal office, until successful completion of 
the thesis, after which time they will be destroyed. /Ml data provided by the participants in the data collection, 
analysis and writing up of the study wil l be anonymised so that no individual or NHS site can be identified. 
A27. Will a signed record of consent be obtained? v c s C3i M n n 
Attach <i ccgjy ofthe&mseMjimi to be used: with a mrsim htauber ahddc^ 
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A28. How long will the participant have to decide whether to take part in the research? 
iPhase 1 2 weeks to decide whether to complete and return the questionnaire. 
Phase 2: 2 weeks from receiving the questionnaire to returning their Contact Details. They will have a further 8-12 
weeks before the researcher will contact volunteers to arrange the individual interviews. 
iParticipants can withdraw from the study at any point in the data collection and analysis period. 
A29. What arrangements have been made for participants who might not adequately understand verbal 
explanations or written information given in English? (e.g. translation, use of interpreters etc.) 
(Not applicable All physiotherapists employed in the NHS are required to have a good level of understanding and 
:communication of verbal and written English. 
A30. What arrangements are in place to ensure participants receive any information that becomes available 
during the course of the research that may be relevant to their continued participation? 
Participants in phase 2 will receive the transcript of their own interview to check for authenticity. On completion of \ 
the study, a summary of the findings will be available via the CSP CPD co-ordinators to share with tiie participants in 
their site. 
A31. Does this study have, or require, approval of PIAG (Patient Information Advisory Group) or other bodies 
with a similar remit? (see Guidance Notes) 
YES • NO 0 
A32. Will the research participant's General Practitioner be informed that they are taking part in the study? 
YES • NO 0 
Explain why not: 
Research involves NHS employees not patients No medical or therapeutic intervention will be used. 
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A37. How is it intended the results of the study will be reported and disseminated? (Tick as appropriate) 
El Peer reviewed scientific journals 
• Internal report 
• Conference presentation 
• Other publication 
• Submission to regulatory authorities 
• Access to raw data and right to publish freely by all investigators in study or 
by Independent Steering Committee on behalf of all investigators 
• Written feedback to research participants 
El Presentation to participants or relevant community groups 
IS Other/none e.g. Cochrane Review, University Library 
If other/none of the above, give details andjustify: 
The doctoral thesis to be held in the Library, at the School of Education, University of Durham 
A38. How will the results of the research be made available to research participants and communities from which 
they are drawn? 
The research findings will be presented to CSP CPD co-ordinators f rom^HHHHHIi l^^^^Sic Healdi 
Authority at one of their regular meetings with the researcher, and this can be disseminated to physiotherapists in the 
site that they represent. 
The researcher hopes to submit a paper/s for publication in Physiotherapy, a journal sent to all subscribing Members 
of the Chartered Society of Physiotherapy. 
A39. Will the research involve any of the following activities at any stage (including identincation of potential 
research participants)? (Tick as appropriate) 
• Examination of medical records by those outside the NHS, or within the NHS by those who would not 
normally have access 
Electronic transfer by magnetic or optical media, email, or computer networks 
Sharing of data with other organisations 
Export of data outside the European Union 
Use of personal addresses, postcodes, faxes, emails or telephone numbers 
Publication of direct quotations from respondents 
Publication of data that might allow identification of individuals 
Use of audio/visual recording devices 
Storage of personal data on any of the following: 
• Manual files including X-rays 
• NHS computers 
• Home or other personal computers 
• University computers 
• Private company computers 
• Laptop computer 
• • • • 
• 
• 
Further details: 
Questionnaires will not include personal details. A separate sheet that includes personal Contact Details 
from those participants willing to be interviewed will be returned to the researcher in a sealed envelope. 
This information will be kept confidential from any other person and will be stored in a secure place and 
destroyed on completion of the study. Audio tape recordings and interview transcripts will identify 
participants by a number only; all tapes and transcripts will be kept in a locked filing cabinet in the 
researcher's office at the University of m^HIk ^^^^ used in direct quotes from the interviews will be 
reported in such a way as to maintain the anonymity of the individual, their place of wori< and their 
employer. Each individual interview transcript will only be available to the Interviewee, the researcher and 
her academic supervisor. The returned questionnaires, tapes and transcripts will be destroyed after 
successful completion of the thesis. All data will be stored on floppy discs, and kept in a locked cabinet. 
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A40. What measures will be put in place to ensure confidentiality of personal data? Give details of whether 
any encryption or other anonymisation procedures will be used, and at what stage: 
The questjonnaires will be completed anonymously and wil l contain no information relating to hospital site. The 
Contact Details Sheet will be completed by the participants willing to be contacted for interview and returned 
separately from the completed questionnaire. This information wil l only be available to the researcher, will be kept 
confidential from any other person and will be stored in a secure place and destroyed on completion of the study. 
The audio tapes of the interviews will be identifiable by a number only e.g. interview 1. Data used in direct quotes 
from the interviews will be reported in such a way as to maintain the anonymity of the individual, their place of work 
iand their employer, for example, being cited as 'participant 1'.. 
A41. Where will the analysis of the data from the study take place and by whom will it be undertaken? 
Analysis of questionnaires and interview transcripts wil l take place in the personal office of the researcher, and will 
be undertaken by the researcher, as part of the process in completion of her doctoral thesis. Information to be used 
for the thesis will be stored on floppy discs and kept in a personal locked filing cabinet in the researcher's office. 
A42. Who will have control of, and act as the custodian for, the data generated by the study? 
i the researcher 
A43. Who will have access to the data generated by the study? 
iThe researcher and the academic supervisor, Prof Byram. 
A44. For how long will data from the study be stored? |2 Years Months 
Give details of where they will be stored, who will have access, and of the custodial arrangements for the data: 
I accessible Data wil l be kept in a personal locked filing cabinet in the researcher's office at the University ofl 
only by the researcher. 
On successful completion of the doctoral thesis the questionnaires. Contact Details Sheets, Consent Forms, interview) 
and interview transcripts wil l be shredded, and audio tapes wiped clean. 
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A4S. How has the scientiHc quality of the research been assessed? (Tick as appropriate) 
• Independent external review 
Review within a company 
Review wthin a multi-centre research group 
Internal review (e.g. involving colleagues, academic supervisor) 
None external to the investigator 
Other, e.g. methodological guidelines 
• • 
• • 
If you are not in possession ofany referees' or other scientific critique reports relevant to your proposed study, 
justify and describe the review process and outcome. If review has been undertaken but not seen by the researcher, 
give the details of the body which has undertaken the review: 
There will be continuing formative assessment of scientific quality through regular research supervision with 
the academic research supervisor. Prof Byram. ProfByram is experienced in the supervision of doctoral theses 
and can offer expert advice on the quality of the research (see attached Research Supervisors CV and Letter of 
Support). The scientific quality of the fiill research study wil l be assessed independently by the external 
examiner/s through submission of the doctoral thesis and a viva examination. 
A ixpy,tirfat^:r0?tie0)i',^^ criliqm rephrisrehvam^^ihesfu-^po^^ 
A46. Has similar research on this topic been done before? 
YES • NO E 
A47. Have all existing sources of evidence, especially systematic reviews, been fully considered? 
Please give details of search strategy used: 0 NOD 
Key words using the following databases: 
CINAHL, Medline, Cochrane; 
using key words, continuing professional development, professional development, personal development, 
physiotherapy 
Personal Communication with the CPD Officer and the Learning Resource Centre at the Chartered Society of 
Physiotherapy. 
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A48. What is the primary outcome measure for the study? 
iA successful doctoral thesis 
A49. What are the secondary outcome measures? (If any) 
Development of appropriate postjjegistration CPD provision at the University > 
employed in the fBHHHHBHH^feStrategic Health Authority 
tor physiotherapists 
ASO. How many participants will be recruited? How many of these participants will be in a control group? 
Approximately 400 participants for survey. This fig 
Ms tH^Wilson, Information /Analyst, ( 
2004. 20participants for the individual interviews. 
t is based on figures given in personal communication with 
I Workforce Confederation on 19 May 
A51. Has the size of the study been informed by a formal statistical power calculation? 
Y E S D N O 0 
A52. Has a statistician given an opinion about the statistical aspects of the research? 
Y E S 0 
Give the name and contact details: 
NOD 
Postgraduate Research Institute, School of ( University of ( 
Give a brief summary of advice offered and attach a copy of the comments if available: 
Formative feedback only can be given as this research is part of an assessed thesis for submission for a Doctorate 
in Education and as such has to be the work of the student researcher. Formative feedback from the statistician 
was that only descriptive statistics would be required fi-om phase 1 in order to identify important factors in the 
population in order to identify an appropriate stratified sample and to assist in the development of the 
semi-stioictured interview. Formative feedback will be given by the academic supervisor during all aspects of the 
study. 
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A53. Describe the statistical methods and/or other relevant methodological approaches (e.g. for qualitative 
research) to be used in the analysis of the results. Give details of the methods of randomisation process to 
be used if applicable: 
The aim of the questionnaire is to contextualise the types of CPD activity and identify any differences from factors 
such as grade, experience, clinical speciality. Data from the questionnaires will be analysed to provide descriptive 
statistics, to assist the stratified sampling and to inform the development of the semi-stnictured interviews. Advice 
on the development of the questionnaire has been provided by fllHBHHiil^, Statistician, Postgraduate 
Institute, University of 
The audio tape recordings of the interviews will be transcribed verbatim by the researcher in order to maintain 
confidentiality and anonymity of the participants, and allow the researcher to become immersed in the data. Each 
interview transcript wil l be returned to the participant in order to check authenticity and to further clarify issues. 
The interview transcripts will be analysed using Ritchie and Lewis' (1994) 'analysis method framework'. This 
frameworic classifies and organises data according to themes, concepts and categories that emerge from the data. 
Validity in positivist research concerns generalisation and questions whether information collected from one 
particular sample can be applied to a similar sample elsewhere. However this study is exploratory and does not 
intend to produce generalisable knowledge, but rather to give an in-depth understanding of the phenomena in 
relation to the participants in one SHA. 
To establish 'trustworthiness' in qualitative inquiry Guba and Lincoln (1989) propose alternative criteria to internal 
validity, external validity, reliability and objectivity, and suggest they are replaced by credibility, transferability, 
dependability and confirmability. Koch (1994) and Krefting (1991) also use these four criteria, suggesting that 
'trustworthiness' can be established i f the reader is able to audit the researcher's actions throughout the study. The 
researcher intends to provide a transparent research process, an audit trail of data collection and data analysis; and 
wil l verify the emerging categories by the use of verbatim quotations from the research participants in order to 
maintain their context. The robustness of the whole research process will be assessed through submission of the 
doctoral thesis and the viva examination. 
A54. Where will the research take place? (Tick as expropriate) 
H UK 
^ Other States in the European Union 
• Other States in the European Economic Area 
• Other 
ASS. Has this or a sunilar application been previously rejected by a Research Ethics Committee in the UK, the 
European Union or in the European Economic Area? 
YES • NO 0 
NHS REC Application Form - Version 3.0. Jan 2004 19. 
Perceived Value of CPD for Chartered Physiotherapists- Version I Dale: 10/06/2004 Ref 04/Q1002/34 
A56. In how many and what type of host organisations (NHS or other) in the UK is it intended that the proposed 
study will take place? 
Indicate the type of organisation by ticking the box and give approximate numbers if known: 
Number of 
organisations 
• Acute teaching NHS Trusts 0 
Acute NHS Trusts '4 
NHS Community and/or Primary Care Trusts 4 
NHS Trusts providing mental healthcare 1 
• NHS Care Trusts 0 
• Social Care Organisations 0 
• Prisons 0 
• Independent hospitals b 
El Educational establishments b 
• Independent research units 0 
• Other (give details) g 
This study involves physiotherapists employed in the following NHS sites within the domain of t h e f l B Q P 
Strategic Health Authority: Acute Hospitals NHS Trust; 
jNHS Trust;|MBBlMBBBfc|NHS Trust; — M i l 
NHS Trust; — — — ^ | N H S Trust; W t t t K K t ^ l I H H H H B I H I P 
PCT; SHHHHiE'CT. Questionnaires wi l l be distributed in these physiotherapy departments. Interviews will 
take place in these NHS sites or within the University o^MHIl^ preference of the interview participants. 
A57. What arrangements are in place for monitoring and auditing the conduct of the research? 
Regular (monthly) research supervision tutorials with Academic Research Supervisor, Professor Mike Byram at the 
I School of Education, University of Durham 
N O 0 Will a data monitoring committee be convened? YES • 
What are the criteria for electively stopping the trial or other research prematurely? 
d S H A or all participants withdrawing their consent following Non participation by all physiotherapists in the 
data collection. 
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A58. Has funding for the research been secured? YES • NO 0 
What arrangements are being made to cover any costs of the research? I f no external funding is being 
sought, please say so: 
No external funding is being sought. 
Educational fees for EdD are paid by the researcher's employer. School of I University of 
Time to attend research supervision tutorials and to conduct individual interviews will be taken as Self Managed 
Scholarly Activity (SMSA), approximately 25 days per year. A portable tape recorder with integral microphone is 
available on loan from the School o f m B H H i m , University o f | 0 B f t The researcher intends to apply 
for a sabbatical, with the support her employer, for time to write up the thesis. 
Other costs in time and resources are to be paid by researcher. 
A59. Has the funder of the research agreed to act as sponsor as set out in the Research Governance Framework? 
Y E S 0 N O D Not yet known • 
Has the employer of the Chief Investigator agreed to act as sponsor of the research? 
Y E S H N O D Not yet known • 
Give details of the organisation who will act as the sponsor of the research: 
Organisation: 
Address: 
Postcode: 
UK Contact: 
Telephone: 
Email: 
School of 
Universitv of 
Director 
A copy of <top^OTe« (^|^ f£W/n^&(Sart^ ^^ 
^ w a w - liMi^mtM^ttd&r.^ t^^ thtiif in^^sii!^(Vr's itnplayer, ar m NHS boefy hosting the research. 
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A60. Has any responsibility for the research been delegated to a subcontractor? 
YES • NO 0 
A6I. Will individual researchers receive any personal payment over and above normal salary for 
undertaking this research? 
YES • NO 0 
A62. Will individual researchers receive any other benefits or incentives for undertaking this research? 
YES • NO 0 
A63. Will the host organisation or the researcher's department(s) or institution(s) receive any payment 
or benefits in excess of the costs of undertaking the research? 
YES • NO 0 
A64. Does the Chief Investigator or any other key investigator/collaborator have any direct personal 
involvement (e.g. financial, share-holding, personal relationship etc) in the organisation sponsoring 
or funding the research that may give rise to a possible conflict of interest? 
YES • NO 0 
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A67. If the research involves a specific intervention, (e.g. a drug, medical device, dietary manipulation, lifestyle 
change, etc.), what arrangements are being made for continued provision of this for the participant (if 
appropriate) once the research has finished? 
i Not applicable 
A68. What do you consider to be the main ethical issues or problems which may arise with the proposed study, 
and what steps will be taken to address these? 
Issues of confidentiality of Contact Details for those participants volunteering to be interviewed has been 
addressed (A39 & 40) 
Issues of maintaining anonymity of participants responses, their identity, their employer or NHS site has been 
addressed (A 39 & 40) 
The right of participants to withdraw from the study is addressed in the Participant Information Sheet and 
Participant Consent Form (attached). 
Data storage: Al l questionnaires, Contact Details Sheets, audio tapes and transcripts of interviews will be stored in 
a secure place and will be destroyed on successful completion of the thesis (A39 &40). 
There is also potential that die study may raise the expectations of participants, in that that they may expect the 
CPD activities tiiat they identify as important to tiiem, will consequentiy be provided by tiieir employer or the 
local HEI. Although development of CPD provision in response to identified need is an intended outcome of the 
study, it is recognised that any funded CPD provision is a contractual arrangement between the Universi t j^f 
and the • ^ • • • ( • • • • • I S Workforce Confederation. A representative from tiieVB 
WDC is invited to the CPD Co-ordinators Network meetings and has previously explained (at February 2004 
meeting) the funding for post-registration CPD to the group for dissemination to die physiotherapists each member 
represents. 
A69. Do you need to add further information about certain questions in Part A? 
Y E S n 
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A70. Give details of the educational course or degree for which this research is being undertaken: 
Name and level of courseAlegree: (ooctorate in Education (EdD) (part-time) 
Name of educational establishment: iSchool of Education, University of Durham 
Name and contact details of 
education supervisor: 
Professor Mike Byram 
Director of EdD Programme 
School of Education 
lUniversity of Durham 
iLeazes Road 
i Durham 
D H l ITA 
Tel: 
Email: 
A71. Declaration of Supervisor 
I have read and approved both the research proposal and this application for ethical review. I undertake to 
ful f i l the responsibilities of a supervisor as set out in the Research Governance Framework for Health and 
Social Care. I have delegated authority to sign on behalf of my academic institution that any necessary 
indemnity or insurance arrangements are in place. 
Signature: 
Date: • y)K ^0 
PrintName: 
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• The information in this form is accurate to the best of my knowledge and belief and I take f i i l l responsibility for it. 
• I undertake to abide by the ethical principles underiying the Declaration of Helsinki, and Good Practice 
Guidelines on the proper conduct of research. 
• I f the research is approved I undertake to adhere to the study protocol without unagreed deviation and to 
comply with any conditions set out in die letter sent by the NHS Research Ethics Committee notifying me of 
this. 
• I undertake to inform the NHS Research Ethics Committee of any changes in the protocol, and to submit annual 
reports setting out the progress of the research. 
• I am aware of my responsibility to be up to date and comply with the requirements of the law and relevant 
guidelines relating to security and confidentiality of patient or other personal data, including the need to register 
when necessary with the appropriate Data Protection Officer. 
• I understand that research records/data may be subject to inspection for audit purposes i f required in future. 
• I understand that personal data about me as a researcher in this application will be held by the Research Ethics 
Committee and its operational managers,^n^jhatjhis will be managed according to the principles established 
in the Data Protection Act. 
Signature of the Chief 
Investigator: 
Date: [10/06^004 
Print Name: iHelena Claire Johnson 
1. Do you need to add further information about certain questions in Part B? 
YES • NO 0 
45. 
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NHS Research Ethics Committee 
APPLICATION FORM 
This form should be completed by the Principal Investigator for each site (see glossary) 
yPmiQ^sftfrnldbe eompfetedmdsmiMfithfelevmtmolmiresto etfcfifili^ Research EStics Gpnrnti^mSeseawh ADevelopmetU:. 
{R^D) departmentwhu^ needstoc^ieler site-specific issues Qmvit the applicationptt)C6dtff:i^'m'^e CORliCwfbJiHe'. '. : .• 
ftiej^ Ui Afs box ispopuldtedfram^PmcA: 
Name of NHS Research Ethics Committee to which appHcation for ethical review is being made: 
(Local Research Ethics Committee 
Project Reference number from above REC; Q - ^ Q J ^ ^ - -
JL!*!???.??..?!]^ ^^ I^C (or R&D department) imdertaking site-specific assessnient; 
WKIIIIK^^ Research Ethics Committee, 
Site NHS REC (or R&D Department) Identifier: 
Questions C I , C4, C5, C6, C7 and C8 correspond to questions A l , /s2, A65, AlO, A12 and A13 on main application 
form respectively and wil l populate automatically: 
C I . Title of Research. (Populatedfrom A I) 
Full title; iThe Perceived Value of Continuing Professional Development (CPD) for Chartered 
iPhysiotherapists in One Strategic Health Authority. 
Key words: continuing professional development; personal development, professional development, 
physiotherapy, perceived value 
C2. Who is the Principal Investigator fof this study at this site? 
Title: Mrs : First Name/anitials:; Helena C 
LSeniprLe^^ 
Qualifications: MEd BSc Hons MCSP 
Organisation [Univereityof 
Address: 
Last Name: i Johnson 
Postcode: 
Email: 
Telephone: 
Fax: 
IHelena.Johnson 
^^<^0ofatufteritCV(tt^ 
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C3. Indicate the number of trials/projects within the organisation that the local Principal Investigator has been 
involved with in the previous 12 months: 
How many are still current (active or recruiting)? 
Give details of other members of the local research team responsible to the local Principal Investigator 
Title: [ . First Name/Initials [ i Last Name: 
Position: _ 
Qualifications: \ 
Role in the research team: i 
« Title 
' Position: 
Qualifications: 
Role in the research team: 
1 First Name/Initials i \ Last Name: 
Tide: 
Position: 
Qualifications: 
Role in the research team 
First Name/Initials \ Last Name: 
dre more menibers 
04. Chief Invesrigator. (Populatedfrom A2) 
iMrs J First Name/Initials: iHelena C Tide: 
Post: 
Last Name: i Johnson 
[ S e n i p r L e ^ ^ 
Qualifications iMEd BSc Hons Grad Dip Phys MCSP 
Organisation: 
Address: 
Postcode: 
Email: 
Telephone: 
Fax: 
SchooLo 
C5. Other relevant reference numbers if known; (Populatedfrom A65) 
Applicant's/organisation's own reference number, e.g. R & D {if available): 
Sponsor's/protocol number: 
Funder's reference number: 
International Standard Randomized Controlled Trial Number:(lSRCTN): 
European Clinical Trials Database (EUDRACT) Number: 
Project website:! 
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C6. Give a brier synopsis/summary of methods and overview of the planned research. This should include a 
brief description of how prospective research participants and concerned communities (not necessarily 
geographical) from which they are drawn have been consulted over the design and details of the research. 
(Where appropriate a flaw chart or diagram should be submitted separately. It should be clear exactly what will 
happen to the research participant, haw many times and in what order.) (Populated from A10.) 
This exploratory study will use a sequential multi-method design, involving 2 phases of data collection: 
Phase 1: involves a self-completion questionnaire survey of all physiotherapists employed in one SHA; 5 NHS 
Trusts and 10 PCTs, to identify the types of CPD activity physiotherapists engage in, the choices they make, and 
(barriers to CPD. This will involve approximately 400 physiotherapists (Wilson, 2004) Participants completing and 
iretuming the questionnaire will be invited to volunteer to participate in phase 2. 
iPhase 2: individual semi-structured interviews to explore physiotherapists' perceptions and beliefs about CPD. This 
wil l involve a stratified representative sample of 20 physiotherapists based on data collected in phase 1. The 
advantage of stratifying a population before taking a sample is that the chances of picking a deviant sample are 
smaller, than using a simple random sample of the whole population A limitation of stratified sampling is that it 
requires advance knowledge of the important factors within the population and their relative proportions. Knowledge 
of these important factors wi l l be found from data collected in phase 1. A semi-structured interview guide wil l be 
developed following analysis of data from the survey. The two phases of the study are interdependent and together 
will provide a more comprehensive picture than either would alone (Tashakkori and Teddle, 2003). Twenty 
interviews is considered feasible in the time available for an individual researcher following a part-time postgraduate 
programme (See also Research Timeplan attached) 
Procedure: 
Pilot: Following approval from the Ethics Committee at the University of Durham (see attached letter); NHS LREC, 
U n i v e r s i t y ^ H i l l P l E C ; Research & Development Approval Boards for each NHS Trust and PCTs; and 
permission from physiotiierapy managers to access staff; the questionnaire (attached) will be piloted with 12 
physiotherapy academic colleagues: all have previously been physiotherapists in the NHS, with 3 being employed 
clinically within tiie last 12 months. Piloting and subsequent feedback will enable the researcher to make any 
necessary changes to improve the questionnaire design and improve clarity of instructions prior to the main study 
Main study: M\ participants in phase 1 will be sent a Participant Information Sheet (attached), attached to the 
Questionnaire (pilot questionnaire attached). These wil l be distributed to each NHS site in the SHA by die local CSP 
CPD Co-ordinators, who meet regularly with Uie researcher as part of the national Chartered Society of Physiotherapy 
(CSP) CPD Co-ordinators Network. Participants who then wish to volunteer for the individual interviews can 
complete and return die Contact Details Sheet (attached). This will be returned separately to the questionnaire to 
maintain anonymity of responses. 
The data from the questionnaires wil l be analysed in order to provide demographic infonnation from the participants 
in relation to factors such as: qualification, experience and clinical speciality, and discover i f there are any differences 
in relation to tiiese variables. 
A stratified representative sample, in relation to grade, clinical speciality and experience, of 20 participants will be 
chosen from those who complete and return the Contact Details Sheet at the end of the Questionnaire, to take part in 
phase 2 The interviews wil l take place either in a private room in the School of flBHHHIII^P^r in a NHS 
site, as preferred by the participant. Participants will be invited to read and sign the Consent Form (attached) prior to 
their individual interview. The audio tape recordings of the interviews will be transcribed verbatim by the researcher 
in order to maintain confidentiality and anonymity of the participants. Each interview transcript wil l be returned to 
the interviewee so that he/she can check authenticity and provide ftjrther clarification i f necessary. 
Contact details, audio tape recordings of the interviews and transcripts v^ll be kept in a secure place until successful 
completion of tiie research and publication of the thesis. Following this they will be destroyed. 
The completed thesis will be available for reference from the Library, School of Education, University of Durham. 
The research findings will be disseminated to physiotherapists locally via their CSP CPD co-ordinator, and nationally 
through the Chartered Society of Physiotherapy CPD Co-ordinators Network. It is also envisaged that the researcher 
will submit a paper of the study for publication in the peer reviewed journal, 'Physiotherapy'. 
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CI. Will the research participants receive any clinical intervention(s) or procedure(s) including taking samples of 
human biological material over and above that which would normally be considered a part of routine clinical 
care? (Populatedfrom A12) YES • NO 0 
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C8. Will the research participant be subject to any non-clinical research-related intervention(s) or procedure(s)? 
(PopulateajrontAlS) 
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C9. Name of NHS or other organisation where the research will take place. 
{Strategic Health Authority. 
CIO. Specify the location(s)/department(s) within the NHS or other organisation where the research will take 
place. 
jMain Physiotherapy Departments at sites within the 
Hospital; 
iHospital ^BMHlBBIiByHospital 
trategic Health Authority: 
ospital; Hospital; 
Hospital 
C l l . How many research participants/samples is it anticipated will be recruited/obtained from this organisation 
in total? 
1400 
C12. Give details of who will be responsible for obtaining informed consent locally, their qualincations and 
relevant expertise and training in obtaining consent for research purposes: 
The researcher: Helena Johnson, Senior Lecturer in Physiotherapy. I gained ethical approval for a study in 1995 
from • • • P l ^ t h i c s Committee for a study exploring changes in the walking ability of physically disabled school 
leavers. I have attended research and ethics training and review for supervision of undergraduate and masters 
research projects 1998-2004, that have involved applications to University Research Ethics Committees. I have 
supervised 31 undergraduate projects and 5 masters projects . 1 attended a 'Researchers Training Day' on 4th 
September, 2003, run by die North East Office for Research Etiiics Committees. 
€13. What local arrangements have been made for participants who might not adequately understand verbal 
explanations or written information given in English? (e.g. translation, use of interpreters etc.) 
iNot applicable 
C14. What arrangements have been made to inform those responsible for the care of the research participants 
of their involvement in the research? 
iNot applicable 
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CI5. Are the facilities and stafTmg available locally adequate to perform any necessary procedures or 
interventions required for the study, and to deal with any unforeseen consequences of these? (This should 
include consideration ofprocedures and interventions in both control and intervention arms of a study.) 
Indicate what arrangements are being made: 
The researcher is the only person involved in interviewing participants 
Y E S D NO0 
Cl<5. Give detoils^  
The researcher; 
Helena Johnson 
University of| 
Email: HelenaJohnson 
, Please specifej^ ^^^ information sheet 
i University o f | 
C17. If there is no Principal Investigator at local level, is there a local individual who is undertaking a task 
relating to the research? YES 0 NO • Not Applicable • 
Give details: 
iCSP CPD co-ordinators at each site will distribute the questionnaires and place a drop box, that wil l bt providedjn 
the physiotherapy department. These will be collected by the researcher on a pre-arranged date. 
C18. Do you need to add further information about certain questions in Part C? 
Y E S n NO0 
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• The information in this form is accurate to the best of my knowledge and belief and I take full responsibility for it. 
• I undertake to abide by the ethical principles underpinning the Declaration of Helsinki, and Good Practice Guidelines 
on current proper conduct of research 
• I f the research is approved I undertake to adhere to the study protocol without unagreed deviation and to comply with 
any conditions set out in the letter sent by the NHS Research Ethics Committee notifying me of this. 
• I undertake to inform the NHS Research Ethics Committee of any changes in the protocol, and to submit annual 
reports setting out the progress of the research. 
• I am aware of my responsibility to be up to date and comply with the requirements of the law and relevant guidelines 
relating to security and confidentiality of patient or other personal data, including the need to register when necessary 
with the appropriate Data Protection Officer. 
• I understand that research records/data may be subject to inspection for audit purposes i f required in future. 
• I understand that personal data about me as a researcher in this application will be held by the Research Ethics 
Committee anjl its operational managers, and that this will be managed accofding to the principles established in the 
Data Protection Act 
Signature of the local Principal Investigator* Signature 
Date: \^WZ570Lk\ 
printName: 
The Chief Investigator should sign where there is no local Principal Investigator for the research locality. 
wTganiiAiimi c<miuctit^site-$peo^jiciissessntent : v ; : , ^ • 
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Appendix Va Research Protocol 
Study: The Perceived Value of Continuing Professional Development (CPD) for 
Chartered Physiotherapists in one Strategic Health Authority (SHA). 
Researcher: Helena Johnson MEd BSc Hons MCSP SRP, Senior Lecturer in 
Physiotherapy, School of X X X X X X X X X X X X X , University of XXXXXXXX. 
Supervisor: Professor Michael Byram PhD, Director of Doctorate in Education 
Programme, School of Education, University of Durham. 
Purpose of Study 
Physiotherapists are required to engage in CPD, with the Rules of Professional 
Conduct identifying that no physiotherapist should be practising in an area in which 
they are not competent (Chartered Society of Physiotherapy, 2002). The new Health 
Act (DoH, 2001) and recently set up Health Professions Council (Health Professions 
Council, 2003) require individual health care practitioners to show evidence of 
having undertaken learning and development and to have applied this to practice This 
requires each individual physiotherapist to take responsibility for his/her own ongoing 
learning and to provide evidence that they are updating knowledge and skills in order 
to maintain their competence to practice. However, to date, there is little research 
that identifies the types of CPD activities which chartered physiotherapists engage in 
or how individual physiotherapists perceive these activities influence their 
professional practice or patient care. O'Sullivan (2003) undertook a qualitative study 
to explore the barriers to undertaking CPD; the main issue to emerge was that 
individual physiotherapists were motivated and committed to CPD but experienced 
guilt about taking time for it because they were working in demanding enviroiunents 
where the patient needs are paramount, and CPD was not necessarily integral to 
practice. She concluded that an increased awareness and understanding of CPD is 
required in order to enable physiotherapists to become independent learners. In 
submission of her EdD Thesis at the University of Durham the researcher proposes to 
explore the perceived value that CPD activities have for physiotherapists employed in 
the X X X X X X X X X X X X X X X X X X SHA. The researcher is a senior lecturer in 
physiotherapy at the University of Teesside, with responsibility for developing 
postgraduate provision for Allied Health Professionals. It is anticipated that findings 
from this study wil l increase imderstanding of the reasons why physiotherapists 
choose to engage in particular CPD activities and assist in the development of 
appropriate post registration provision for local physiotherapists in response to their 
perceived needs. 
Research Question: What are the perceived benefits of continuing professional 
development for the physiotherapists in one SHA? 
Objectives: 
1. To identify the types of CPD activities that chartered physiotherapists engage in, 
and discover i f there any differences dependant on factors such as: qualifications, 
location, clinical speciality. 
2. To explore the reasons individuals give for why they engage in certain CPD 
activities, and the choices that they make. 
3. To analyse perceptions and beliefs about CPD, personal development, professional 
practice and patient care. 
4. To use the findings from this study to assist in the planning of post registration 
provision of CPD in order to meet the perceived needs of local physiotherapists . 
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Methodology 
This exploratory study wil l use a sequential multi-method design, involving 2 phases: 
Phase 1: involves a self-completion questionnaire survey of the whole population of 
physiotherapists employed in one SHA, to identify the types of CPD activity 
physiothereqiists engage in, the choices they make, and barriers to CPD. 
Phase 2: involves individual semi-structured interviews to explore physiotherapists' 
perceptions and experiences of CPD. This wil l involve a stratified representative 
sample of 20 physiotherapists based on the data collected in phase 1 in regard to grade 
and clinical speciality. A semi-structured interview guide wil l be developed 
following analysis of the questionnaire. This wi l l allow a deeper imderstanding to be 
gained from the perceptions of the participants. The two phases of the study are 
interdependent and together wil l provide a more comprehensive picture than either 
would alone (Tashakkori and Teddle, 2003). By choosing to explore perceptions of 
individual physiotherapists the researcher has made explicit her belief that these 
participants and their opinions are important to the outcomes of the study. 
Sample: In phase 1, the questionnaire survey wil l involve the whole population of 
physiotherapists employed in one SHA at the time of the study : 5 NHS Trusts and 10 
PCTs. This wil l involve approximately 400 physiotherapists: X X X X X X X 
X X X X X X X X X NHS Trust: 64; X X X X X X X X X X X NHS Trust: 18; X X X X X X X and 
X X X X X X NHS Trust: 112; X X X X X X X X NHS Trust: 86; X X X X X X X X X X X X 
NHS Trust: 2; X X X X X X X PCT: 3; X X X X X X X X X X PCT: 70; X X X X X X X X PCT: 
14; X X X X X X X X PCT: 33; X X X X X X PCT: 2 (Wilson, 2004). 
Participants completing and returning the questionnaire wil l be invited to volimteer to 
participate in phase 2. In phase 2, a stratified representative sample, involving 20 
physiotherapists, will be chosen based on the findings of phase 1. As the Rules of 
Professional Conduct (CSP, 2002) state that no physiotherapist should be practising in 
an area in which they are not competent, this sample will be chosen in regard to their 
clinical speciality. Twenty interviews is considered feasible in the time available for 
an individual researcher following a part-time postgraduate programme, while 
working full-time as a lecturer. 
Ethical considerations: Following approval from the University of Durham Research 
Ethics Advisory Committee (attached e-mail dated 27* May 2004) further approval is 
required in order to gain permission to access NHS employees for research purposes. 
COREC (Central Office for Research Ethics Committees) require all applications to 
be made on a common electronic form. As the study is taking place in more than one 
research site within one domain (an area covered by one SHA) the researcher is 
applying directly to the X X X X X X X X X X X X X LREC, by lO*"* June 2004. Permission 
is also required by the Research and Development Approval Committees; and 
physiotherapy managers, in each NHS site before research can begin. As the 
researcher is employed by the University of X X X X X X X X X she is also required to 
gain approval by the School of X X X X X X X X X X X X Research Ethical Committee. 
Al l participants in the main study will be provided with a Participant Information 
Sheet (attached), attached to the Questionnaire (attached). These wil l be distributed to 
each NHS site by the local Chartered Society of Physiotherapy (CSP) CPD Co-
ordinators, who meet with the researcher every 3 months, as part of the CSP CPD Co-
ordinators Network. Participants willing to volimteer for the individual interviews 
wil l complete and return the Contact Details Sheet (attached) and wi l l be required to 
read and sign the Consent Form (attached) prior to their individual interview. 
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Pilot: Following approval the questionnaire will be piloted with 12 physiotherapy 
academic colleagues who have all practised in the NHS; 3 of whom were working in 
the NHS within the last 12 months. Piloting and feedback wil l enable the researcher 
to make any necessary changes to improve clarity of instruction and questionnaire 
design prior to the main study. 
Data Analysis: 
The aim of the questionnaire is to contextualise the types of CPD activity and factors 
such as grade, experience, clinical speciality. Data from the questiormaires wi l l be 
analysed to provide descriptive statistics and to inform the development of the semi-
structured interviews. Advice on the development of the questionnaire has been 
provided by X X X X X X X X X X X , Statistician, Postgraduate Institute, University of 
X X X X X X X X X , who will also provide on-going support following data collection. 
The audio tape recordings of the interviews wil l be transcribed verbatim by the 
researcher in order to maintain confidentiality and anonymity of the participants, and 
allow the researcher to become immersed in the data. Each interview transcript will 
be returned to the participant in order to check authenticity and to further clarify 
issues. The interview transcripts wil l be analysed using Ritchie and Lewis' (1994) 
'analysis method framework'. This framework classifies and organises data 
according to themes, concepts and categories that emerge from the data. Validity in 
positivist research concerns generalisation and questions whether information 
collected from one particular sample can be applied to a similar sample elsewhere. 
However this study is exploratory and does not intend to produce generalisable 
knowledge, but rather to give an in-depth imderstanding of the phenomena in relation 
to the participants in one SHA. To establish 'trustworthiness' in qualitative inquiry 
Guba and Lincohi (1989) propose alternative criteria to internal validity, external 
validity, reliability and objectivity, and suggest they are replaced by credibility, 
transferability, dependability and confirmability. Koch (1994) and Krefting (1991) 
use these four criteria, suggesting that 'trustworthiness' can be established i f the 
reader is able to audit the researcher's actions throughout the study. The researcher 
intends to provide a transparent research process, an audit trail of data collection and 
data analysis; and wil l verify the emerging categories by the use of verbatim 
quotations from the research participants in order to maintain their context. 
Assessment of Scientific Quality: Preparation for this research study follows 2 years 
a taught part-time EdD programme and successful completion of six assessed 
modules: Policy Studies: Educational Reforms in Britain and Abroad; Analysing, 
Interpreting and Using Educational Research; Management, Leadership and Change 
in Education; Lifelong Learning; Motivation, Challenge and Achievement in 
Education, and Independent Study -the Research Proposal. The thesis is due for 
completion by August 2007. The scientific quality of the research proposal has been 
assessed through successful submission of a Research Proposal in part fulfilment for 
the EdD in September 2003. The ongoing assessment of scientific quality is 
formatively assessed through regular research supervision with the academic 
supervisor. The research supervisor is experienced in the supervision of doctoral 
theses (see attached Research Supervisors CV) and can offer expert advice on the 
quality of the research. The scientific quality of the f i i l l research process wil l be 
assessed independently by the external examiner/s through submission of the thesis 
and a viva voce examination. 
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Participant Information Letter Appendix VI 
PARTICIPANT INFORMATION L E T T E R 
Research Study: The Perceived Value of CPD for Chartered Physiotherapists 
Researcher: Helena Johnson, Senior Lecturer in Physiotherapy, 
xxxxxxxxxxxxxxxx. Tel: xxxxxxxxxxx 
E-mail: xxxxxxxxxxxxxx 
Academic Supervisor: Professor Mike Byram, University of Durham 
Tel: xxxxxxxxxxxxxxxxxxxxxx 
E-mail: xxxxxxxxxxxxxxxxxxx 
Reason for the Study: In submission of my EdD at the University of Durham I am 
exploring the perceived value that CPD activities have for chartered physiotherapists in 
the X X X X X X X X X X X X X X X X Strategic Health Authority. It is hoped that information 
generated by this study wil l increase understanding of the reasons why physiotherapists 
choose to engage in particular CPD activities and assist in the development of post 
registration provision for local physiotherapists. This research wil l involve two phases 
of data collection: 
Phase 1: The first phase of the study involves a self-completion questiotmaire to 
identify the types of CPD activity physiotherapists engage in, the choices they make, 
and barriers to CPD. 
Phase 2: The second phase involves individual interviews to explore physiotherapists' 
views and experiences of CPD. This wi l l involve a volimteer representative sample of 
approximately 20 physiotherapists based on the data collected in phase 1. 
Participation 
Participation in this study is entirely voluntary and neither consent nor refusal to 
participate wi l l involve any reward or disadvantage to any individual. Participants can 
refuse to answer any of the questions and are free to withdraw from the study at any 
time. The anonymity of all participants wil l be maintained in the collection of data, 
storage of audio tapes, interview transcripts and writing up of the findings. Any 
verbatim quotes used in the writing of the thesis wi l l not identify any individual or NHS 
site. Personal details necessary for contacting participants for the interviews wil l be kept 
confidential to the researcher. Contact details, audio tapes, and interview transcripts wil l 
be destroyed on completion of the study. I f you require any further information please 
do not hesitate to contact me. 
Phase 1: October- November 2004 Questionnaire Survey 
Copies of the enclosed questionnaire have been sent to all practising physiotherapists in 
the X X X X X X X X X X Health Authority. I f you are willing to participate in this study 
please complete the enclosed questioimaire and return it in a sealed envelope to the 
collection box in your staff room. These wil l be collected by the researcher on 25"* 
November 2004. Individuals who wish to volimteer to be interviewed are requested to 
complete the Contact Details Sheet at the end of the questionnaire and return this in a 
separate sealed envelope to the same collection box.. More detailed information will be 
given prior to the interview which wil l take place at a time and venue of your choosing. 
Hekna Johnson 20.10.04 
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Questionnaire: Perceived Value of CPD for Chartered 
Physiotherapists 
Please complete by placing a 'X' inside the box as shown and/or 
by clearly writing in space provided 
Section 1: Professional details 
1. What year did you qualify as a physiotherapist?: 
2. How long have you worked as a physiotherapist (excluding breaks in service)? 
years 
3. Please indicate your present clinical speciality: 
4. How many long have you worked in this speciality (excluding breaks in 
service)? 
years 
5. In what setting/s do you work? 
6. Please indicate your present grade? 
7. How many years have you been in this post? 
8. Are you employed : Full time? Part-time? Locum? 
9. Please indicate your present qualifications:: 
Hold Studying Plan to i 
months 
MCSP • N/A N/A 
Grad Diploma • N/A N/A 
Honours Degree • • • 
Postgraduate Certificate • • • 
Postgraduate Diploma • • • 
Masters • • • 
Doctorate • • • 
10. Are you male? ^ female? 
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Section 2: CPD Activities 
Appendix VII 
11. In relation to the following CPD activities, please indicate the 
approximate time you have spent on each activity 
CPD Activity Hours in last 
month 
Days in last year 
Clinical supervision 
In-service, in clinical speciality 
In-service, general to all staff 
Journal Club 
Own Portfolio-keeping 
Mentoring others 
Secondment/s 
Shadowing others 
Wori<-based learning 
Member of CIG eg APCP, ACPIN etc 
C S P representation 
On-line searches 
Reading eg books/articles/journals 
Reflective practice 
Attendance at conference/s 
Presentation at conference/s 
Clinical course/wori<shop eg CIG 
Clinical course/s eg Bobath, MACP 
Clinical educator course 
Postgraduate module/s 
Postgraduate programme eg MSc 
Project work eg Audit/Research 
Mandatory Trust/PCT training 
Writing articles/books 
Other: Please give details 
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Section 3 Choices 
12. Reasons for engaging with CPD activities: 
Please ^ the most appropriate response to each of the following statements, where: 
SA = strongly agree A = agree D = disagree SD = strongly disagree N/O = no 
opinion 
1 engage with CPD because 1 want to: S A A D SD N/O 
improve my personal development 
improve my professional development 
improve my clinical skills 
improve patient care 
gain academic credit 
gain a postgraduate certificate 
gain a Masters degree 
gain a Doctoral degree 
improve my management skills 
improve my chance of promotion 
increase my pay 
increase my job satisfaction 
keep up to date 
use evidence based practice 
demonstrate my professional responsibility 
p.other? 
13. What are the main barriers to your C P D ? 
Please ^ the most appropriate response to each of the following statements, where: 
SA = strongly agree A = agree D = disagree SD = strongly disagree N/O = no 
opinion 
1 find it difficult to engage witti CPD 
activities because of: 
S A A D SD N/O 
lack of support from management 
lack of support from my peers 
lack of support from other colleagues 
lack of time 
lack of funding from my employer 
no interest in academic qualifications 
no interest in personal development 
lack of personal reward 
lack of professional reward 
lack of academic reward 
lack of financial reward 
personal lack of appraisal skills 
personal lack of research skills 
no interest in professional development 
other? 
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Questionnaire Appendix VII 
Section 4: 
14. Please prioritise three CPD activities in relation to your CPD: 
15. Please add any furtiier comments you wish to make concerning C P D ? 
Thank you for taking the time to complete this questionnaire. Please place the completed 
questionnaire in the envelope provided, seal and return before 25"' November 2004. 
Helena Johnson 
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Perceived Value ofCPD for Chartered Physiotherapists-Version 2 Date: 17/09/2004 Ref: 04/Q1002/34 
PARTICIPANT CONTACT DETAILS 
Phase 2; Individual Interview 
I am seeking 20 respondents as a representative sample of physiotherapists in 
County Durham and Tees Valley Strategic Health Authority who are willing to 
take part in individual interviews to further explore their views on continuing 
professional development. It is anticipated that the interview will take no longer 
than one hour. If you are willing to volunteer for an interview, please complete 
this sheet and return in a separate envelope to your completed questionnaire, 
and post in the same collection box labelled 'CPO for physiotherapists' which is 
located In the physiotherapy staff room. 
The collection boxes will be collected by Helena Johnson on 2004 
Background Information: please place X in appropriate box 
Present Grade: 
Employer: NHS T r u s t ? [ ^ PCT? [ [ ] Other? 
What year did you qualify as a physiotherapist?: 
What is your present clinical speciality: 
Number of years working in this speciality?: 
Day time contact details: 
Full Name: Mr/Ms/Miss/Mrs 
Address: 
Tel: /Bleep 
Email: 
If you require any further information please contact: 
Researcher: Helena Johnson, Senior Lecturer, School of Health & Social Care, 
University of Teesside, Middlesbrough, TS1 3BA. 
Tel: 01642 384999 
E-mail: Helena.Johnson@tees.ac.uk 
Academic Supervisor: Professor Mike Byram, School o f Education, University o f 
Durham. Tel: 0191 374 3530. E-mail: M.S.Byram@durham.ac.uk 
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Consent Form for Interview Appendix IX 
CONSENT FORM - INDIVIDUAL INTERVIEW 
TITLE OF P R O J E C T : The Perceived Value of Continuing Professional 
Development for Chartered Physiotherapists in one Strategic Health 
Authority 
Researcher: Helena Johnson, Senior Lecturer in Physiotherapy 
University of Teesside 
(The participant should complete the whole of this sheet himself/herself) 
Please cross out 
as necessary 
Have you read the Participant Information Sheet? Y E S / NO 
Have you had an opportunity to ask questions and 
discuss the study? Y E S / NO 
Have you received satisfactory answers to all of your questions?YES / NO 
Have you received enough infomnation about the study? Y E S / NO 
Do you understand that you are free to withdraw from the study: 
* at any time and Y E S / NO 
* without having to give a reason for withdrawing Y E S / NO 
Do you understand that information you give in the interview may be 
included as verbatim quotes in the writing up of the thesis. Y E S / NO 
Have you been assured that your anonymity will be maintained in the 
collection of data, storage of tape recordings and inten/iew transcripts, 
and writing up of the findings. Y E S / NO 
Signed Date 
(NAME IN BLOCK LETTERS) 
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Feedback from Interviewee following first pilot interview 
Venue: Tutorial room in the University Date: 1 l am, 20* May 2005 
I N T E R V I E W E R 
How did you feel, were you relaxed? 
Pilot interviewee 
Yes 
I N T E R V I E W E R 
How well do you feel I framed the questions? 
Pilot interviewee 
I thought your questions were quite good because they allowed me to say quite a lot. 
I 've done interviews before, and it can be quite hard to keep it going, whereas thye 
way you asked the questions it gave quite a lot to discuss. 
I N T E R V I E W E R 
Thank you.... I'll know more when I transcribe it, but I felt as though I was only 
saying a small amount, and then you were saying more. I felt you were being 
helpjul, I don't know if other interviewees will be the same! 
Pilot interviewee 
I think people w i l l I think CPD is more o f an issue now and they are looking 
how they can get ahead, what is the best route to take. 
I N T E R V I E W E R 
One of the things my supervisor raised, was that there may be a power relationship 
.... with me being from university, and interviewees are in practice. Do you think 
that could be an issue? 
Pilot interviewee 
I don't really think so, as your questions were asking my opinion on continuing 
professional development. There wasn't a 'you and us' attitude. I didn't feel that you 
were imposing your beliefs at al l , or expecting particular answers. You were just 
trying to find out what I thought about continuing professional development. 
I N T E R V I E W E R 
What about the pace of questions? 
Pilot interviewee 
Fine, plenty o f time to say what I wanted and to think about my responses. 
I N T E R V I E W E R 
Did you feel I was an active listener, or did I seem preoccupied with wanting to ask 
the next question? 
Pilot interviewee 
Not at all , I felt you were interested in hearing my opinions and that they were 
important. 
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I N T E R V I E W E R 
Were there any issue or topics that you thought I should have picked up on and I 
didn't? 
Pilot interviewee 
I don't think so, things just developed. 
I N T E R V I E W E R 
/ had initially thought about noting down important points on the whiteboard. But 
then once we got started I felt that it would disrupt the discussion. What I had 
wondered, perhaps if I had a low table, and perhaps Ijust noted the odd thing down, 
I could have gone back to them later. The only thing was, I thought it might have put 
you o f f , perhaps if you were talking about something else while I was writing? 
Pilot interviewee 
Personally I would have found it o f f putting i f you had stood up, and clinicians might 
have thought that more so. Just jott ing down the odd notes wi th paper on your knee 
or a low table would have been OK, so long as you had told me first that you might 
do that. 
I N T E R V I E W E R 
/ want the interviewee to have control over the topics. 
Pilot interviewee 
I know what you mean - 1 think i t w i l l depend on the areas that people work in. 
I N T E R V I E W E R 
Yes I'd I'm hoping that comes out. To me it is a very individual thing that everyone's 
continuing professional development needs or views are going to be very different. 
And it is then looking at 'are there any common things depending on speciality 
people are in, their background, education, years experience?' 
Pilot interviewee 
I think it would be interesting the differences in different specialities. I am very 
conscious that in musculoskeletal, where I worked there was this competition, like i f 
I went on a course, the person I worked wi th , she had to go on the course as well . 
There was always this sort competition, eg who has done the most courses? 
I N T E R V I E W E R 
Is there anything else you would like to add or give advice on? 
Pilot interviewee 
No, just to wish you good luck. 
I N T E R V I E W E R 
Thank you very much 
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Post-interview reflection 
While I was doing the interview I started to feel that I may be better changing my 
planned schedule to be based more around each individual's CPD journey from 
qualifying to the present time. And then explore the type of CPD activities that 
practitioner are involved in eg as a newly qualified physiotherapist, in their first 
senior post, moving into management, research etc.. 
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Interview Schedule: 
• Welcome and thank for participating in this interview 
• Reminder o f confidentiality o f personal information and anonymity o f any 
quotes 
• Sign consent form 
1. Begin wi th your views on what CPD means to you 
2. What are your views on the changes to CPD in recent years? 
3. Tell me about the CPD activities you participated in when you first qualified 
4. How did these change in your first role? 
5. How did these change in your next role? 
6. How has your learning f rom your CPD activities had an impact on: 
a. yourself? 
b. your patient/client/service user? 
c. your service? 
7. Have there been any barriers to your participation in CPD? 
8. What resources do you need to support and plan your leaming/CPD? 
15.06.05 
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Appendix XII . Clinical speciality categories 
The fol lowing 18 clinical specialties were reported by respondents, and these were 
reduced to 5 categories for analysis: musculoskeletal, neurological rehabilitation, 
care o f the elderly, cardiovascular respiratory and other specialties. The first 4 
categories were each used to represent similar specialities within physiotherapy 
practise, the remaining category included all o f the remaining reported specialties 
that were not appropriate to be included in the previous named categories. 
1. Musculoskeletal 
1. Musculoskeletal 
2. Orthopaedics 
3. Hand therapy 
2. Neurological Rehabilitation 
4. Medical rehabilitation 
5. Neurological rehabilitation 
3. Care of older people 
6. Care o f older people 
4. Cardiovascular respiratory 
7. Respiratory care 
8. Surgery/Intensive care 
5. Other specialities 
9. Amputee management 
10. Bums 8c plastics 
11. Commimity 
12. Learning disabilities 
13. Mental health 
14. Mixed caseload 
15. Paediatrics 
16. Pain management 
17. Palliative care 
18. Women's health 
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Appendix Xin. Grading of post categories 
The fol lowing 11 grades o f post were reported by respondents, and these were 
reduced to 3 categories for analysis: clinician, senior clinician, manager. 
Clinician category included junior clinicians and senior clinicians working in 
rotational posts; senior clinician, included those clinicians employed in a particular 
clinical speciality, that is, senior clinician, clinical specialist and extended scope 
practitioner (ESP); and manager, including team leaders at Superintendent III 
grading or above , and physiotherapy managers. Some gave equivalent NHS Trust 
grades, which ranged from 9-15. Agenda for Change grades and post assimilation 
had not been implemented in the Strategic Health Authority at the time o f data 
collection. 
L Clinician 
1. Junior physiotherapist 
2. Senior II physiotherapist 
3. NHS Trust grading 9 
2. Senior clinician 
4. Senior I physiotherapist 
5. Extended scope practitioner (ESP) 
6. Clinical specialist 
7. NHS Trust grade 11 
3. Manager 
8. Team leader 
9. Superintendent II 
10. Superintendent III 
11. District Superintendent 
12. Physiotherapy manager 
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Appendix XIV: Prioritising CPD activities 
32 categories were identified from the responses to question 14: an open question for 
respondents to prioritise their CPD activities in relation to their personal CPD. 
1. Work based learning activities 
1. work based learning 
2. secondment/shadowing 
3. using EBP/critical appraisal 
4. peer support group meetings/sharing good practice 
5. clinical supervision/mentoring - staff 
6. appraisals/PDR 
7. journal club 
8. in-service training, general 
9. in-service training, clinical speciality 
10. in-service training, inter-professional 
11. professional development 
12. patient care 
2. Self directed learning activities 
13. self directed study 
14. reading journal article 
15. reading books 
16. Internet searches 
17. reflective practice 
18. SWOT analysis/setting leaming outcomes 
19. portfolio keeping 
20. personal development 
21. IT skills 
3. Attendance at courses/conferences 
22. external courses 
23. external courses/workshops clinical speciality 
24. CIG participation clinical education o f students 
25. Courses, general, non-credit bearing 
26. management training / leadership development 
27. mandatory courses 
28. union sponsored: A f C , KSF 
29. clinical educator course 
30. postgrad study 
4. Audit/Research 
31. audit 
32. research 
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Table XV.a. Participation (%) of respondents in CPD activities In the 
previous year/month in relation to present clinical speciality 
CPD activity Participation 
of all 
respondents 
Clinical speciality of respondents: Participation as % 
within speciality grouping 
Musculo Neuro- Care of Cardiovasc Other 
in previous: 
Year/Month Skeletal 
n=63 
(45%) 
rehabil-
tation 
n=19 
(13.6%) 
Older 
people 
n=15 
(10.7%) 
ular-
respiratory 
n=11 
(7.9%) 
n=32 
(22.9%) 
Clinical supervision 100 100 100 100 100 100 100 
Reading eg 92 90 91 95 100 82 94 
books/articles/joumals 
In-service, in clinical 86 74 89 90 73 100 81 
speciality 
Mandatory Trust/PCT 79 36 78 68 87 73 84 
training 
In-service, general to all 76 56 73 68 93 91 72 
staff 
On-line searches 74 65 73 74 47 82 84 
Own Portfolio-keeping 69 51 67 68 73 73 72 
Reflective practice 67 60 64 84 60 55 72 
Work-based learning 54 47 52 68 60 55 47 
Mentoring others 49 41 48 58 47 46 50 
Clinical course/workshop 44 16 35 42 53 36 59 
eg CIG 
Attendance at conference/s 41 22 32 58 33 46 50 
Project work eg 39 25 37 53 40 46 34 
Audit/Research 
Specialist clinical course/s 31 12 43 26 0 18 31 
Member o f clinical interest 29 16 14 32 33 18 59 
group 
Shadowing others 29 17 27 26 40 36 25 
Journal Club 29 16 29 16 33 27 19 
Clinical educator course 24 5 21 26 40 27 3 
CSP activities 12 8 11 21 13 0 13 
Presentation at 11 6 6 16 20 27 9 
conference/s 
Postgraduate programme 10 6 11 11 7 27 3 
eg MSc 
Postgraduate module/s 9 4 6 16 7 18 9 
Secondment/s 8 4 10 5 7 9 6 
Writing articles/books 6 5 6 11 0 27 0 
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Table XV.b. Participation (%) of respondents in CPD activities in the 
previous year in relation to years in present clinical speciality 
CPD activity 
Participation 
of all 
respondents 
in previous 
year 
Years in present clinical speciality 
Participation as % within years in speciality 
grouping 
0-5 years 5-15 years 16 years 
n=€7 n=51 (36.4%) and more 
(47.9%) n=22 
(15.7%) 
Clinical supervision 100 100 100 100 
Reading eg books/articles/joumals 92 93 92 91 
In-service, in clinical speciality 86 87 86 86 
Mandatory Tmst/PCT training 79 75 84 77 
In-service, general to all staff 76 79 73 73 
On-line searches 74 75 71 73 
Own Portfolio-keeping 69 78 63 59 
Reflective practice 67 69 71 55 
Work-based learning 54 52 59 50 
Mentoring others 49 45 45 73 
Clinical course/workshop eg CIG 44 42 41 55 
Attendance at conference/s 41 37 49 32 
Project work eg Audit/Research 39 33 45 48 
Clinical course/s eg Bobath, MACP 31 34 29 27 
Member of clinical interest group 29 18 37 46 
Shadowing others 29 39 24 9 
Journal Club 29 37 22 18 
Clinical educator course 24 21 29 18 
CSP activities 12 10 10 23 
Presentation at conference/s 11 9 14 14 
Postgraduate programme eg MSc 10 10 10 9 
Postgraduate module/s 9 10 8 9 
Secondment/s 8 8 6 14 
Writing articles/books 6 5 6 14 
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Table XV.c. Participation (%) of respondents in CPD activities In the 
previous year in relation to present grading 
CPD activity Participation of 
respondents in 
previous year 
n=140 
Grading of respondents (number) 
% within grading of role grouping 
all Junior Senior/ Team leader 
clinician specialist manager 
/rotational clinician n=16 
postn=41 n=83 (11.4%) 
(29.3%) (59.3%) 
Clinical supervision 100 100 100 100 
Reading eg books/articles/joumals 92 93 94 81 
In-service, in clinical speciality 86 95 82 88 
Mandatory Trust/PCT training 79 73 81 81 
In-service, general to all staff 76 83 74 69 
On-line searches 74 76 71 75 
Own Portfolio-keeping 69 83 66 50 
Reflective practice 67 73 66 69 
Work-based learning 54 59 58 25 
Mentoring others 49 42 48 75 
Clinical course/workshop 44 44 45 38 
Attendance at conference/s 41 39 39 56 
Project work eg Audit/Research 39 37 39 50 
Specialist clinical course 31 34 36 0 
Member of clinical interest group 29 15 35 38 
Shadowing others 29 54 19 13 
Journal Club 29 29 30 19 
Clinical educator course 24 20 28 13 
CSP activities 12 5 16 13 
Presentation at conference/s 11 7 13 13 
Postgraduate programme eg MSc 10 5 11 19 
Postgraduate module/s 9 7 11 6 
Secondment/s 8 10 8 0 
Writing articles/books 6 2 6 19 
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Table XV.d. Participation (%) of respondents in CPD activities in the 
previous year in relation to years in present grade 
Grading of respondents 
% within years in grade grouping 
CPD activity Participation 
of all 
respondents 
in previous 
year n=140 
0-5 years 
as clinician 
n=96 
(68.6%) 
6-10 years as 
senior 
clinician n=38 
(27.1%) 
16 years or 
more as 
manager 
n=6 (4.3%) 
Clinical supervision 100 100 100 100 
Reading eg books/articles/]oumals 92 94 90 83 
In-service, in clinical speciality 86 87 87 83 
Mandatory Trust/PCT training 79 77 82 83 
In-service, general to all staff 76 78 76 33 
On-line searches 74 72 79 50 
Own Portfolio-keeping 69 74 61 50 
Reflective practice 67 70 63 50 
Work-based learning 54 51 55 100 
Mentoring others 49 50 40 100 
Project work eg Audit/Research 44 38 47 17 
Specialist clinical course/s 41 30 34 33 
Member of clinical interest group 39 24 37 67 
Shadowing others 31 32 24 0 
Journal Club 29 31 21 33 
CSP activities 29 10 16 17 
Clinical course/workshop eg CIG 29 42 47 50 
Attendance at conference/s 24 41 42 33 
Presentation at conference/s 12 10 13 17 
Clinical educator course 11 22 29 17 
Postgraduate module/s 10 10 8 0 
Postgraduate programme eg MSc 9 12 8 0 
Secondment/s 8 6 10 17 
Writing articles/books 6 6 8 0 
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Table XV.e. Participation (%) of respondents In CPO activities in the 
previous year in relation to present work setting 
CPD activity 
% or respondents within work setting 
Participation Primary Secondary Community Mixed 
of all care care n=35 (25%) settings 
respondents n=15 n= 75 n=15 
in previous 
year n=14C 
(10.7% (53.6%) (10.7%) 
Clinical supervision 100 100 100 100 100 
Reading eg 92 93 89 94 100 
books/articles/joumals 
In-service, in clinical speciality 86 93 88 83 80 
Mandatory Trust/PCT training 79 60 79 77 100 
In-service, general to all staff 76 73 77 71 80 
On-line searches 74 80 72 69 80 
Own Portfolio-keeping 69 67 71 60 87 
Reflective practice 67 73 61 80 60 
Work-based learning 54 47 55 51 67 
Mentoring others 49 53 45 54 53 
Clinical course/workshop 44 40 35 57 60 
Attendance at conference/s 41 20 37 49 60 
Project work eg 39 40 36 43 47 
Audit/Research 
Specialist Clinical course/s 31 40 32 26 33 
Member of clinical interest group 29 20 19 54 33 
Shadowing others 29 27 27 26 47 
Journal Club 29 33 33 11 40 
Clinical educator course 24 27 21 29 20 
CSP activities 12 20 9 14 13 
Presentation at conference/s 11 0 11 14 20 
Postgraduate programme eg 10 7 11 6 20 
MSc 
Postgraduate module/s 9 7 9 11 7 
Secondment/s 8 7 8 9 7 
Writing articles/books 6 7 7 6 7 
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Figure XVe Bar chart prioritising CPD activity in relation to present wort( setting 
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Table XV.f. Participation (%) of respondents in CPD activities in the 
previous year in relation to higliest academic qualifications 
CPD activity 
% within 
Participation 
of all 
respondents 
in previous 
year n=140 
Grading of respondents 
academic qualification grouping 
Diploma Degree Postgr 
n=69 n=63 (45%) ad qual 
(49.3%) n=8 
(5.7%) 
Clinical supervision 100 100 100 100 
Reading eg books/articies/joumals 92 88 95 95 
In-service, in clinical speciality 86 79 92 90 
Mandatory Trust/PCT training 79 81 75 84 
In-service, general to all staff 76 74 76 79 
On-line searches 74 62 79 82 
Own Portfolio-keeping 69 62 75 74 
Reflective practice 67 59 70 84 
Work-based learning 54 48 54 74 
Mentoring others 49 45 52 53 
Clinical course/workshop 44 36 43 68 
Attendance at conference/s 41 35 46 42 
Project work eg Audit/Research 39 36 41 42 
Specialist clinical course/s 31 26 38 26 
Member of clinical interest group 29 29 24 47 
Shadowing others 29 19 40 21 
Journal Club 29 19 30 53 
Clinical educator course 24 28 21 21 
CSP activities 12 16 11 5 
Presentation at conference/s 11 7 13 21 
Postgraduate progranune eg MSc 10 5 13 16 
Postgraduate module/s 9 3 6 37 
Secondment/s 8 3 8 21 
Writing articles/books 6 5 6 11 
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Table XV.g. Participation of respondents in CPD activities in the previous 
year in relation to gender 
CPD activity 
Grading of respondents 
% within gender 
Participation of all Female 
respondents in n=120 
Male 
n=20 
previous year 
n=140 
(85.7%) (14.3%) 
Clinical supervision 100 100 100 
Reading eg booics/articles/joumals 92 91 ICQ 
In-service, in clinical speciality 86 86 90 
Mandatory Trust/PCT training 79 78 85 
In-service, general to all staff 76 77 70 
On-line searches 74 74 70 
Reflective practice 69 67 70 
Own Portfolio-keeping 67 70 70 
Work-based learning 54 S5 50 
Mentoring others 49 47 65 
Clinical course/workshop 44 47 25 
Attendance at conference/s 41 42 35 
Project work eg Audit/Research 39 41 30 
Specialist clinical course/s 31 30 40 
Member of clinical interest/occup 29 32 15 
group 
Shadowing others 29 30 25 
Journal Club 29 28 35 
Clinical educator course 24 27 5 
CSP activities 12 13 10 
Presentation at conference/s 11 12 10 
Postgraduate programme eg MSc 10 8 20 
Secondment/s 9 7 15 
Postgraduate module/s 8 8 15 
Writing articles/books 6 6 10 
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Table XV.h. Participation of respondents in CPD activities In the previous 
year in relation to hours of work ie full time /part time /locum employment 
Grading of respondents 
% within gender 
CPD activity Participation Fulltime Part Locum 
n=98 time n=2 (1%) 
(70%) n= 40 
(29%) 
rti i ti  
of all 
respondents 
in previous 
year n=140 
Clinical supervision 100 100 100 100 
Reading eg books/articles/joumals 92 93 90 100 
In-service, in clinical speciality 86 88 83 86 
Mandatory Trust/PCT training 79 79 78 0 
In-service, general to all staff 76 78 70 0 
On-line searches 74 78 63 50 
Own Portfolio-keeping 69 70 68 100 
Reflective practice 67 66 70 50 
Work-based learning 54 51 63 50 
Mentoring others 49 51 45 50 
Clinical course/workshop 44 42 48 50 
Attendance at conference/s 41 42 38 50 
Project work eg Audit/Research 39 43 30 0 
Specialist Clinical course/s 31 32 30 50 
Member of clinical interest group 29 29 30 50 
Shadowing others 29 33 18 0 
Journal Club 29 32 20 0 
Clinical educator course 24 22 28 0 
CSP activities 12 15 5 0 
Presentation at conference/s 11 11 13 0 
Postgraduate programme eg MSc 10 13 3 0 
Postgraduate module/s 9 11 5 0 
Secondment/s 8 9 5 0 
Writing articles/books 6 7 5 0 
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'Question 15: Please add any further comments you wish to make concerning CPD' 
Respondent Comment 
1. Any time set aside as 'protected' time seems to be eroded at slightest thing 
2. Vital for professional development, clinical effectiveness and one of the 
challenges and interests of the professional work; to keep up with new 
research, approaches, developments, changes etc.! 
3. 
4. 
5. 
6. I find it hard to find the time to do CPD with waiting list initiatives and 
rising workload 
7. 
8. 
9. Practical sessions for I ST are very beneficial eg respiratory manual 
techniques, musculoskeletal mobilisations and neuro facilitation 
10. 
11. 
12. 
13. Lack of time is the biggest barrier as involved in private work and sports 
club. However I feel these also help my development. 
Lack of financial gain fi-om courses may become factor i f job evaluated 
low on AfC 
14. 
15. 
16. 
17. 
18. Time and funding is difficult 
19. 
20. Sometimes it is difficult to find time as a junior to fit in CPD at work. A 
lot of my CPD is done at home, reading, research etc 
21. 
22. No real direction at present as to what to do, when to do it, how to record 
it, and use it. CSP has given guidelines and HPC in process of deciding 
what we wi l l need to show we are professionally competent, but no-one 
can show us practical ways of storing information and analysing what we 
have. 
Not enough time (except at home) to do CPD, and too much clinical 
pressure 
Do not always know where to look for information and have time to 
disseminate to others 
Can end up with lots of information - do not know i f it is all needed 
Do we only collect CPD on our own speciality? What about the rest of 
physiotherapy? 
23. 
24. 
25. It is necessary to practice CPD to maintain the progression of the 
physiotherapy profession. 
Individual standards require to be kept to highest level, by being aware of 
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the research, EBP, clinical guidelines. CPD is necessary for this to be 
achieved. 
26. 
27. 
28. 
29. Sometimes it is difficult for non-Europeans to do CPD because of the fee 
structure. They pay twice the standard fee which is quite prohibitive 
considering they come from poorer 3"* world countries. 
30. Would like good MACP based courses at Teesside University, included 
in MSc 
North East lacking in orthopaedic 'in-pt' type courses which link with 
'outpatient' musculoskeletal courses 
31. Having qualified before the emphasis on research/self-directed leanung 
came to the fore I have difficulty with some courses, specifically ones 
held in academic rather than clinical settings. Attempts at these tend to 
decrease rather than increase confidence in further CPD projects. 
32. Lack of guidance on how best to do it (CPD), many different styles and 
demands of what is required, (written in other Q 13 barriers to CPD) 
33. 
34. 
35. CPD is often fiotstrated by lack of time due to unrealistically high 
caseloads and poor working/office conditions. 
CPD is a must i f therapists are going to gain skills and benefit from local 
knowledge as well as national courses. 
Line managers need to be committed to CPD 
36. CPD not given enough of a priority by management and employers - too 
much emphasis on waiting times/lists and not on best practice ans 
supporting staff on courses and CPD. 
37. 
38. On initial qualification there is a desire to do courses but reservation to 
apply as often the speciality is passed (through rotational post) by the 
time the course is available. 
39. 
40. As mentioned before (Q 13) writing essays etc puts me of f as I feel it has 
little to do with practice aspect of physiotherapy. However I realise is 
one way of measuring competency. Also feel pre-grad coiirse not fiill 
enough so a lot of 'catch up' is needed to bring to workable level eg 
pharmacology, medical conditions etc. 
Written inQ 13: Having to do exams/essays put me of f studying. I can 
see the point in practical exams for a practical job, but not academic 
(work) 
41. Very difficult to calculate out CPD activity as many times it is inherent to 
job role. 
42. 
43. Spend a lot of time ensiu-ing that I share my knowledge and use all 
opportunities for rotational staff to improve using resources that are site 
based. 
Lack of relevant courses in Northern Region. Need a lot of time to attend 
South of England courses and travel paid by Trust. 
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44. 
45. 
46. 
47. 
48. 
49. I feel at times there is pressure from above to met demands for waiting 
lists etc that we do not get the time to further oitrselves. Also more 
courses during the week rather than at weekends would probably 
encourage more people to commit to CPD 
50. 
51. Working on the in patient side of the physiotherapy department has its 
downside when trying to perform CPD activities. With bed shortages, 
patient waiting list assessment/discharge/rehab, delay discharges pending, 
it is not easv to book time out AND stick to it when the ward is 
screaming out for physios. Whereas my colleagues in out-patients 
reeularlv book sessions out which is easier to do when you have fiill 
control of your work schedvJe, which is not so on the in-patient side. I 
find this very hard and do not feel the manager supports this enough. 
52. 
53. 
54. 
55. 
56. 
57. CPD should not be optional as it is in the best interest of our patients to 
receive the most effective and efficient therapy for whatever their 
condition is. It is a shame that most clinicians have not assumed this 
responsibility and Avill soon be forced to in order to be re-registered (with 
HPC). Our training programmes should instil the principle in 
physiotherapy students so we get rid of the idea 'Once a physio, always a 
physio'. We do not need to have the threat of not being registered before 
we can engage in CPD activities. 
58. 
59. In my job I work 18 hours in the community, and I simply feel gtiilty i f I 
am not spending as much time as possible with patients. CPD is time 
constiming and it is not really built in to my timetable. 
60. Main reasons for CPD = professional development/keeping up to date 
therefore improving service to patients. This in turn leads to increased 
job satisfaction. 
Barrier to external courses mainly funding/finance. 
Time is major constraint to CPD, mainly outside of work obviously major 
demands on time. 
61. 
62. Becoming more and more part of the job but no time as yet allowed for it 
so all done in own time arart from study leave for courses and in-service 
63. I am in the 'twilight years' of my career and enjoy being a 'clinician', 
continually learning from my younger colleagues. However, I don't have 
a great interest in further academic qualifications for myself, but I 'm not 
a dinosaur and still like to add to my clinical knowledge. 
64. 
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65. 
66. I feel I 'm only doing moderate amount (of CPD), don't know how much 
everyone elase is doing and where i would stand on this. 
Technology, personally scares me and feel I have lack of knowledge 
prevents me from exploring it!! 
I would like to do more but would need support I would think than other 
people, this would concern me. 
Everything I do do not seem to get recognition for! 
67. Difficult to answer when basing it on 7.5 hours clinical. My research 
degree is in musculoskeletal area so all the work I do for that has a direct 
input into my clinical skills and CPD 
68. 0 
69. 0 
70. 0 
71. 0 
72. 80% of CPD is done in my own time 
CDP{ time needs to be designated and structured. Also very important, 
not taken from existing clinical hours, but replaced by extra(?) (difficult 
to read) resources.! 
73. 
74. Limited department budget for attending external courses, and those in 
MSK get priority, especially i f full-time 
No time to prepare for IST 
Would appreciate some time regularly to do a search for various 
information and put together a report. At present this needs to be done at 
home. 
75. 0 
76. I don't think there is the same support for part-time staff as there is for 
full-time. 
77. 0 
78. 0 
79. Also need to recognise CPD relates to clinical and non-clinical skills eg 
leadership skills 
Would be interesting to determine the % of time spent on CPD which is 
outside of 'normal' working hours! 
80. 0 
81. 0 
82. 0 
83. CPD is essential to maintaining our professional status. But employers 
are not willing to provide support, time, or funding to allow this to occur 
effectively 
84. I recently attended the CSP's day course on Impact and Outcomes of 
CPD, it was an excellent course (which I funded myself) and now feel 
much more confident regarding portfolio keeping etc, and more 'solid' 
reasons for completing CPD activities. 
Prior to this I felt I was 'making up' what I should be doing as I went 
along which is not motivating as it may be wrong (and therefore time 
wasting). A 'fool's guide' to CPD should be given to all practising 
physios as I feel no-one gives clear gtiidelines. 
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85. 0 
86. 0 
87. I feel there is sometimes too much emphasis on CPD and hence less time 
available for the patient 
88. 0 
89. I think CPD is extremely important but your employer doesn't always 
allow the time or your workload doesn't, therefore it gets pushed to one 
side and becomes something you very much do in your own time. 
90. 0 
91. Does not seem to matter whether or not anyone does CPD because it is 
not checked up on and even i f it were, it would not be hard to pretend you 
had done it. 
Personally I do it only because I am genuinley interested in learning and 
having evidence to support my treatemnt. There is nothing else really 
that motivates me to engage in CPD. 
92. Amount of monies made available to fund courses is negligable. Time 
taken for courses not drawn into contracts (although medical staff are 
allocated 35 days/year), therefore we need to push for more time & 
money especially now when waiting lists are decreasing. These resources 
can then be ring fenced. 
93. 0 
94. 0 
95. 0 
96. 0 
97. Necessary for personal & professional development 
98. At the moment CPD is limited to IST or courses related to the area of 
physiotherapy that you work in. I f your post is a rotational one, it is fine 
because you wi l l get the experience on all areas. I f you have a static post, 
your skills and scope becomes limited and you lose contact with all other 
areas of physiotherapy which is not very good for your own personal 
satisfaction and development. 
99. 0 
100. I find it hard to motivate myself to CPD out of work due to family 
commitments and a change of my priorities over the past year. The fact 
that I fmd courses invaluable but the distinct lack of fiinding is also a big 
factor, as being part-time can't justify spending himdreds of pounds on 
courses to improve my clinical practice. 
101. 0 
102. As a junior wanting to develop professional skills in a specific area I fmd 
it disheartening to be told I must self fund any courses I may want to go 
on. I appreciate the importance of WBL, but I feel this alone is not 
enough, especially when you only spent 3-4 months in that speciality. 
Also no time is given eg Vi day/month for CPD during work time, this 
would be useful, more so than some IST. 
103. As a locum I pay for all my CPD and i f I take time off to go on a course I 
don't get paid leave, I just don't get paid. 
104. 0 
105. I have just returned to work fi-om 1 year maternity leave, lack of time 
relates to lack of personal home time for additional reading/study; rather 
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than lack of time at work as work is very supportive. 
106. I can see the value of CPD and I believe it is something we as 
professionals have done without the label of 'CPD' . 
Formalised CPD , I believe is easier for newer graduates to take on board, 
as they are of that 'mind set' already eg reflective practice. 
107. My ambivalence towards CPD is mainly due to the fact that I am due to 
retire in under 2 years. I think that CPD is important for people moving 
up the career ladder, but for people who have reached a level that suits 
them, providing they are keeping up to date, I think that formalising that 
into CPD is somewhat irrelevant. Some people just want to treat patients 
and go home! 
108. 0 
109. 0 
110. I never get aroimd to writing reflective pieces 
111. Lack of time and funding are the main barriers 
112. I think my colleagues work hard to providing in-service training but it 
sometimes lacks relevance to ones personal caseload. Working with 
close working colleagues on a particular topic to include reading, 
practical skills, and patient case study is good and attending courses 
where there are no distractions to learning. 
I find keeping a written record or daily diary of events time consuming 
and I don't feel really benefit from looking back at what I have written. 
Changes in working practice and protocols seem to change rapidly so we 
are constantly checking with each other to make sure we are doing the 
right thing. 
Just working for the NHS maintains your CPD. 
113. 0 
114. 0 
115. It has been my experience as a manager, clinical supervisor/mentor and 
as a clinician that the majority of us spend a significant amount of time 
on CPD, a large proportion of which is in personal time. 
Staff for whom I am responsible often state they are not doing entough 
CPD but when we examine the situation we realise they are doing a great 
deal eg clinical supervision, support groups, reading, Ist etc 
What we are all not good at doing is documenting our learning through 
CPD and evidencing our reflective practice. 
116. Need more time to allow for CPD 
117. Full-time staff are given priority for frmding and time off 
118. 0 
119. 0 
120. 0 
121. I feel that working 2 days per week puts a limit on what I can sensibly 
take 'time out' for. However staff meetings are a good time to 
'exchange' info and share ideas. 
I try to get feedback via handouts from courses. 
122. 0 
123. I think staff are aware of changes in the future which may make spending 
time on CPD seems a waste of time eg the proposals for the Knowledge 
& skills framework will in the future inform CPD and training needs in a 
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more formal way. 
124. Other barriers: Agenda for Change taking up time and eating into clinical 
time. 
Currently covering too many clinical areas 
Wanting to improve service development seems to be a priority. 
Lack of time seems to be the main factor. A lead on CPD portfolio 
would be useful eg courses ( I am to attend an HPC study day) and 
examples 
Also, £^praisals, IST are not practical currently. I have not had an 
appraisal in 3 years since being here. The Trust is re-jigging its appraisal 
scheme, in conjunction with KSF, and I am involved in the KSF part as 
role in staff side. Stewards training has developed me personally, 
although I am not sure i f it is considered CPD, but it has taken up a lot of 
my time, attending courses and out of work study (which is not included 
inQ 11). 
125. 0 
126. 0 
127. Lack of support, have to do it (CPD) in your own home, ie searches, 
reading articles. 
128. 0 
129. 0 
130. 0 
131. I f CPD is to be valued and undertaken time needs to be protected for all 
staff regardless of grade or experience. As part of working week - 1 also 
have a life outside physiotherapy! 
132. 0 
133. 0 
134. 0 
135. 0 
136. Need Protected time for lit search/reading. Need backfill to allow absence 
from clinical area 
137. 
138. 
139. 
140. 
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XVILa Scree plot test for reasons for engaging with CPD 
Scree Plot 
Component Number 
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XVILb Scree plot test for barrier to engaging with CPD 
Scree Plot 
^ 2.0 H 
S 1 5H 
0.5 H 
Component Number 
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XVIII a. Friedman's rank test on results of components identified a s reasons for C P D 
R a n k s F r i e d m a n t e s t s t a t i s t i c s 
1 2 3 
Develop, self 
/prof. prac. 
Pay and 
promotion 
Academic 
development 
N Chi-
Square 
df Asymp.Sig. 
All respondents 2.90 1.85 1.25 140 204.248 2 .000 
Y e a r s qualified 
0-5 years 2.87 1.19 1.94 47 68.503 2 .000 
6-15 years 2.88 2.88 1.84 40 54.724 2 .000 
Over 16 years 2.95 2.95 1.78 53 82.020 2 .000 
Cl in ica l specia l ty 
Musculoskeletal 2.87 1.89 1.24 63 88.164 2 .000 
Neurological 
rehabilitation 2.95 
1.66 1.39 19 27.315 2 .000 
Care of elderly 2.93 1.93 1.13 15 25.241 2 .000 
Cardiovascular 
respiratory 
2.77 2.00 1.23 11 13.762 2 .001 
Other 2.97 1.80 1.23 32 52.146 2 .000 
Y e a r s in specia l ty 
0-5 years 2.87 1.90 1.23 67 93.930 2 .000 
6-15 years 2.92 1.83 1.25 51 76.416 2 .000 
Over 16 years 2.98 1.73 1.30 22 34.753 2 .000 
G r a d e 
Junior 2.90 1.16 1.94 41 64.138 2 .000 
Senior 2.90 1.30 1.80 83 117.596 2 .000 
Manager 2.91 1.22 1.88 16 23.524 2 .000 
Y e a r in grade 
0-5 years 2.88 1.87 1.25 96 133.839 2 .000 
6-15 years 2.95 1.84 1.21 38 62.000 2 .000 
Over 16 years 3.00 1.58 1.42 6 9.478 2 .009 
Employment 
Full time 2.88 1.21 1.91 98 141.116 2 .000 
Part-time 2.99 1.33 1.69 40 63.935 2 .000 
Locum 2.5 1.25 2.25 2 2.000 2 .368 
Work sett ing 
Primary care 2.83 1.27 1.90 15 18.949 2 .000 
Secondary care 2.90 1.23 1.87 75 110.208 2 .000 
Community 2.93 1.33 1.74 35 50.059 2 .000 
Mixed 2.93 1.10 1.97 15 26.561 2 .000 
A c a d e m i c qualH Ica t ions 
Diploma 2.97 1.73 1.29 58 92.135 2 .000 
Degree 2.85 1.95 1.20 63 88.514 2 .000 
Masters 2.87 1.87 1.26 19 26.000 2 .000 
G e n d e r 
Female 2.93 1.24 1.83 120 183.371 2 .000 
Male 2.75 1.28 1.98 20 22.051 2 .000 
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XVIII b. F r i e d m a n ' s rank test on resu l ts of components identified a s barr iers to C P D 
All respondents 
R a n k s Fr iedman test s ta t is t ics 
1 2 3 4 
Poor 
recognition 
and reward 
Inadequate 
support 
systems 
Personal 
apatliy 
Perceived 
lack of 
ability 
N Chi-
Square 
df Asym 
p.Sig. 
3.39 2.43 1.59 2.59 140 154.258 3 .000 
Years qualified 
0-5 years 3.65 2.53 1.60 2.22 47 74.144 3 .000 
6-15 years 3.28 2.53 1.54 2.66 40 42.504 3 .000 
Over 16 years 3.24 2.27 1.63 2.86 53 50.926 3 .000 
Clinical speclaltj f 
MSK 3.36 2.44 1.61 2.59 63 66.850 3 .000 
Neurorehabiiitat 3.68 2.53 1.55 2.24 19 32.694 3 .000 
Care of elderly 3.30 1.97 1.73 3.00 15 16.872 3 .001 
Cardiovascresp 3.18 2.95 1.36 2.50 11 14.250 3 .003 
Other 3.38 2.39 1.59 2.64 32 34.293 3 .000 
Years in specialty 
0-5 years 3.51 2.57 1.59 2.33 67 88.516 3 .000 
6-15 years 3.17 2.33 1.58 2.92 51 51.535 3 .000 
Over 16 years 3.50 2.25 1.64 2.61 22 25.800 3 .000 
Grade 
Junior 3.56 2.52 1.59 2.33 41 58.574 3 .000 
Senior 3.36 2.39 1.58 2.68 83 88.956 3 .000 
Manager 3.09 2.44 1.69 2.78 16 12.375 3 .006 
Year In grade 
0-5 years 3.43 2.42 1.60 2.55 96 112.097 3 .000 
6-15 years 3.25 2.57 1.59 2.59 38 35.560 3 .000 
Over 16 years 3.50 1.83 1.50 3.17 6 10.400 3 .015 
Employment 
Full time 3.40 2.54 1.64 2.42 98 103.373 3 .000 
Part-time 3.41 2.14 1.46 2.99 40 60.414 3 .000 
Locum 2.25 3.25 1.75 2.75 2 3.000 3 .392 
Work setting 
Primary care 3.27 2.50 1.60 2.63 15 14.051 3 .003 
2ndary care 3.42 2.45 1.63 2.51 75 86.357 3 .000 
Community 3.40 2.26 1.54 2.80 35 41.512 3 .000 
Mixed 3.30 2.70 1.53 2.47 15 15.920 3 .001 
Academic qualifications 
Diploma 3.23 2.26 1.64 2.87 58 56.415 3 .000 
Degree 3.50 2.59 1.56 2.36 63 85.624 3 .000 
Masters 3.47 2.45 1.58 2.50 19 22.526 3 .000 
Doctorate 3.23 2.26 1.64 2.87 58 56.415 3 .000 
Gender 
Female 3.20 2.45 1.70 2.65 20 16.500 3 .001 
Male 3.42 2.43 1.58 2.58 120 138.239 3 .000 
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Pilot Questionnaire Perceived value of CPD for physiotherapists Helena Johnson 
12 March 2007 
Private & Confidential 
If you are not the addressee, and have opened this envelope in error, please return the 
enclosed contents immediately in the stamped addressed envelope provided 
Dear [Interviewee] 
Re: Research Study: The Perceived Value of CPD for Physiotherapists 
Researcher: Helena Johnson, Senior Lecturer in Physiotherapy, 
As previously discussed please find enclosed your interview transcript fi-om the above 
study. I would be gratefil i f you could read through and check to ensure you are happy 
that the transcript accurately reflects the content of your interview. Please make any 
amendments or additional comments as required and return to me in the stamped 
addressed envelope provided. 
I f you are in agreement with the contents you do not need to respond, and can destroy 
this copy of the transcript. 
I f no conunents or amendments are received by 12* April 2007,1 will assume that you 
are in agreement with the contents of the interview transcript and analysis will begin. 
I f you require any further information please do not hesitate to contact me. 
Yours sincerely 
Helena Johnson MEd PgDEd BSc (Hons) MSCP 
Senior Lecturer in Physiotherapy 
School of XXXXXXXXXXX 
University of XXXXXXX 
xxxxxxxxxxxxxx 
xxxxxxxx 
278 
Letter from Employers REC 
PRIVATE AND CONFIDENTIAL 
Appendix XXI 
U N I V E R S I T Y O F 
Direct Line: 
Z"^ August 2004 
Helena Johnson 
School of 
University of 
Dear Helena 
Study 109/04 - The Perceived Value of Continuing Professional Development 
(CPD) for Chartered Physiotherapists in One Strategic Health Authority 
Researcher: Helena Johnson Supervisor: Prof. Mike Byram (School of 
Education, University of Durham) 
We are currently putting together some useful information, for future School 
Research Ethics applicants, and wondered whether you would allow the 
School to use the form which you submitted to the Committee as an example. 
The form would, of course, be made anonymous. 
I should be obliged if you would give your consent in writing. Should you have 
any queries in respect of this request please do not hesitate to contact myself 
on telephone number ^IHBHHM or by email to IH^^Hl^totac .uK 
Yours sincerely, 
Chair 
Research Ethics Committee 
School of ^  
I 
JNTESTOR IN P E O P L E 
VAT R E G N O . G B 686 4809 31 
DIReCTOR:! 
S C H O O L O F I 
U N I V E R S I T Y O F f 
TEL; + 4 1 ( » ) 
